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Today's best treatments! .. . 
1953 CURRENT THERAPY 


This volume is a complete reference on the most ef- 
fective treatment known to medical science today 
for every disease you're likely to see. The material 
is NOT extracted from the literature—each method 
is being used in practice today by America’s lead- 
ing medical authorities. Scores of treatments in 
this 1953 volume are new—different from the best 
treatments known last year for the same diseases 
Tryptar in bronchiectasis; Neomycin in lung abscess: 
lsonicotinic acid hydrazides in tuberculosis: Hyphex 
in hypertension: ACTH and cortisone in regional 
ileitis. Undoubtedly the most authoritative and use- 
ful single volume on therapy available. 


By 373 American Authorities selected by the Board of Consultants. Edited 
» HOWARD F. CONN, M.D. 835 pages, 8” x 11”. $11.00 New. 


W. B. SAUNDERS COMPANY © 


212 East Ohio St., Chicago I}, Ill. June. 1953 







New! —Dunphy & Botsford's Physical 
Examination of the Surgical Patient 


Unique in American literature. this new book is a 
postgraduate course in physical diagnosis, taking up 
where the standard texts leave off. Emphasis is on 
plain, old-fashioned clinical observation, with count- 
less hints on how to make best use of the unaided 
senses. The text is divided into two parts: The 
Elective Examination and The Emergency Examina- 
tion of the seriously injured patient. The illustra- 
tions, most of them original, are brilliant examples 
of clinical instruction at its best. In every way, this 
is an eminently practical book. 

By J. ENGLEBERT DUNPHY, M.D., F.A.C.S., Associate Clinical Professor 
of Surgery, Harvard Medical School; Surgeon Peter Bent Brigham Hospital; 
Consultant in Surgery, Children’s Medical Center; and THOMAS W. BOTS. 
FORD, M.D., F.A.C.S., Clinical Associate in Surgery, Harvard Medical 
School; Senior Associate in Surgery, Peter Bent Brigham Hospital; Associate 


in Surgery, Children’s Medical Center 326 pages, 6” x 9", 188 illustrations, 
$7.50 New 


West Washington Square, Philadelphia 5 








WHY SAL HEPATICA 
ACTS SO PROMPTLY 








The dependable laxative action of Sal Hepatica has a 
sound pharmacologic basis. It acts promptly because: 
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Antacid Laxa t 
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] It passes rapidly through the stomach. “The 
emptying time of the stomach is actually shortened by 
reducing the gastric acidity.”' Sal Hepatica is antacid. 


“Effervescent mixtures decrease the emptying time of 
the stomach.”’ Sal Hepatica is effervescent. 


y J In the intestine it promptly stimulates peristalsis. 
Sal Hepatica, by osmotic action, draws water into the 
intestine; the increased fluid bulk initiates peristaltic 
action. Evacuation usually follows promptly. 





Pleasant-tasting Sal Hepatica provides 
LAXATIVE sree ae ; 
prompt gentle laxation without griping. Being 
antacid, it relieves the gastric hyperacidity 
frequently accompanying constipation. 
CATHARTIC ig — . 


REFERENCES: 
1. The Physiological Basis of Medical Practice. 1945, p. 486. 
2. New England J. Med. 235:80, July 18, 1946, 








ANTACID, EFFERVESCENT, SALINE LAXATIVE 


PRODUCT OF BRISTOL-MYERS «+ 19 WEST 50 STREET * NEW YORK 20, N. Y. 
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YOU DON’T NEED A 


The whole process can go 
illumination: even in’ t 


LOAD THE CASSETTE 






You can do it in broad daylight— 





simply insert the Polaroid packet 
and pull the tab out. Now make 
the exposure as usual, with any x-ray machine. 









: << 
YOU DON’T NEED SOLUTIONS 1 9 
No wet processing. The sealed-in di ele | < 
agent does the work automatically, % 


e 
y PUT CASSETTE IN PROCESSING BOX 







no messy residue. 
Processing starts the instant you 


close the lid. Nothing else to do... 





it’s all automatic. 
YOU DON’T WORRY ABOUT TEMPERATURE 
Works equally well over wide temperature 
ranges—no critical level to maintain. 
7 
5 4 TAKE OUT FINISHED RADIOGRAPH 
Open the Box and there's your Picker-Polaroid 


radiograph fully developed, flat, dry. 
YOU DON’T WASTE TIME WAITING BS Sd 


In one minute you're looking at a flat, dry, 
finished x-ray. 


You know the quick picture you get with the Polaroid Land Camera? The Picker- 

Polaroid one-minute radiograph uses the same process specially adapted to meet the 
requirements of radiography. Everything needed for the radiograph is contained in the 
lightproof packet, which processes itself. You don’t need a darkroom—don't waste time 
working in one, or waiting while someone else does. You needn't even leave your 
patient’s side—it goes so fast, all on its own. 

limited supplies now available for civilian use 

Production has now been brought to the point where limited supplies of 
Picker-Polaroid materials (hitherto restricted to the Military) are 
becoming available for civilian use. Since quantities are limited, 

those wishing to obtain supplies would do well to call in their local 
Picker representative, or write for further information to Picker X-Ray 
Corporation, 25 South Broadway, White Plains, New York. 


POLAROID 
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the breads of today 
and yesterday 


A STORY OF PROGRESS IN NATIONAL NUTRITION 


Contrary to a widely prevalent fallacious assumption, com- 
mercial white breads of today offer more, not less, of nutrient 
essentials than either commercial or homemade breads of 
former years, even as recently as 1930. 


Commercial white breads of today are almost universally 
enriched with B vitamins and iron, and contain substantial 
amounts of nonfat milk solids.’? Breads of yesterday con- 
tained neither added vitamins and iron nor nonfat milk solids. 


Conforming to government requirements,’ commercial en- 
riched breads of today provide per pound not less than 1.1 mg. 
of thiamine, 0.7 mg. of riboflavin, 10 mg. of niacin, and 8 mg. 
of iron. White breads of yesterday contained only insignificant 
amounts of these important nutrients. 


Containing generous amounts of nonfat milk solids,’ usually 
4 pounds per 100 pounds of flour, commercial breads of today 
provide flour protein supplemented with milk protein. Hence 
the protein of today’s commercial white breads is notably 
superior biologically to the protein of yesterday’s breads,‘ 
being in itself biologically effective, thus contributing to main- 
tenance of body tissue and growth promotion. 


Due to the calcium contained in nonfat milk solids and in 
other ingredients of the baking formula, commercial breads of 
today supply also significant amounts of calcium—about 400 
mg. per pound.° Breads of yesterday, without these elements, 
furnished little of this nutritional essential. 


Because of this notably high content of essential nutrients, 
bread—in generous amounts—deserves inclusion in every meal. 


The Seal of Acceptance denotes that the nutri- 
tional statements made in this advertisement 
are acceptable to the Council on Foods and 
A Nutrition of the American Medical Association. 
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and Milk Content of Connmarcial White 
Bread. Report by the Laboratories of the 
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WHEN BOTTLE-FEEDING IS INDICATED for your brand 
new baby patients . . . you'll want to recommend 
the most modern method of bottle nursing. That’s 
the Davol “Anti-Colic”* Nurser... the one Nurser 
that can actually be “regulated” to suit each baby’s 
individual feeding speed. 


THE PRINCIPLE IS SIMPLE! Just a twist of the “regu- 
lator” collar speeds up or slows down the flow of 
formula, so that each baby can feed as fast or 
slowly as her littie appetite demands. And the 
Davol “Anti-Colic” Nurser works equally well 
with a thick or a thin formula. 
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GOOD NEWS IN THE NIPPLE, TOO. The Davol Nurser 
features the famous, “Anti-Colic” Nipple which 
makes “regulated” baby-feeding possible. Con- 
structed with exclusive one-way air vent, it permits 
air to enter bottle... prevents formula from leaking. 
Also greatly reduces air-swallowing. 


FEATURES MOTHERS FAVOR: Bright blue ounce- 
markings to insure accurate measuring! The square, 
easy-to-hold, easy-to-clean bottle! Best of all, the 
Davol Nurser is easy to assemble: Nipple and collar 
require little handling, slip easily into position, thus 
reducing possibility of contamination. 


Made by the World-Famous Davol Rubber Company, 
Providence 2, R. I. Manufacturers of Fine Surgical and 
Hospital Rubber Goods for 79 years. *t.m.reG.u.s. PAT. OFF. 


3 
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announcing 
“THIOSULFIL., 


BRAND OF SULFAMETHYLTHIADIAZOLE 


the more soluble sulfonamide 


for greater safety in treating 
urinary tract infections 





Check these features and advantages 


RAPID BACTERIOSTATIC ACTION 
HIGHER SOLUBILITY LOW DOSAGE LEVELS 

LOWER ACETYLATION MINIMUM TOXICITY 

PROMPT ABSORPTION LESS RISK OF SENSITIZATION 
RAPID EXCRETION NO ALKALINIZATION 

NO FORCING OF FLUIDS 





Supplied: No. 785—0.25 Gm. per tablet (scored) —bottles of 100 and 1,000, 


Suggested Dosage: 
ADULTS 


Mild infections —1 tablet (0.25 Gm.) five to six 
times daily. Severe infections, mixed infections, 
or where bacterial resistance is expected — 2 tablets 
(0.5 Gm.) five to six times daily. 


INFANTS AND CHILDREN 


% to 1 tablet (0.125 to 0.25 Gm.) five to six times 
daily. 


Descriptive literature available to the medical profession. 


AYERST, McKENNA & HARRISON LIMITED 
New York, N. Y. Montreal, Canada 
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following anorectal surgery... 


'... an internal dilator action of the soft bulk stool 


preventing adhesions, stricture and stenosis’” 


Cantor' concludes—after studying 400 patients, 

equally apportioned between mineral oil and refined 
psyllium therapy—that Konsyl reduces the need for 
digital manipulation following anorectal surgery. 

The internal dilator action of the Konsyl stool provides 
this effect every day in a completely physiological 
fashion. Frequency of postoperative narrowing by 
stricture or stenosis is reduced. 

Cantor notes these additional advantages of Konsyl 
therapy. Konsyl—by leaving a clean wound area— 
accelerates healing as much as 2 to 4 weeks compared 
with patients taking mineral oil for the management of 
postoperative constipation following anorectal surgery. 
Patients find Konsyl palatable and easy to take and 
do not become habituated to its use. Its laxative 
action is dependable. 

He concludes that Konsyl “‘provides a natural, 
unabsorbable bulk and lubricant with no clinical 
disadvantages. It offers many advantages over mineral 
oil and has none of mineral oil’s disadvantages.” 
Burton, Parsons & Company, Washington 9, D. C. 


Send for Samples for Clinical Appraisal 


KONSYL @ 


provides 100% active bulk-producing material 


1. Cantor, A. J., Am. J. Proctol. 3 :204-210, (Sept.) 1952. 
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NOW... 
only from 
Keleket X-ray 


One transpouner and one coribrol 
jor ALL capacities 


Requires 

only simple, 

low cost 

timer Interchange 


9 
o 
o 





7 1@ io 
{@ 


Automatic Multicnon Corttol 


Because it can grow with your requirements, a KELEKET auto- 
matic Multicron Control is today’s best investment for everything 
you will need in X-ray’s tomorrow. Whenever you need more 
power, get it with a simple, low-cost timer interchange. All 
Keleket Multicrons have the same transformer and control. You 
save when you buy . . . again when you step up power! 


In Keleket’s famous Multicron, you get a space-saving, modernly 
styled, custom-built unit, engineered for your requirements, 
personalized and at a most attractive price. 


Each unit... 200 MA, 300 MA and 500 MA... has all the auto- 


Space Saving matic trouble-saving Multicron features which have made this 


X-ray generator so popular for flexibility, convenience, accuracy 
and long, dependable service. 


Visit our booth 89 at the 57th Annual Convention, A.O.A. 
Kelley-Koett RATINGS Conrad Hilton—Chicago—July 13 - 17 


. th 
te oe KELEKET 


oldest 
Fs | 200 MA unit, 125 KVP at 25 to 200 MA 
"a X-RAY CORPORATION 
KELEKET 
Ve THERAPY 201-6 W. FOURTH ST., COVINGTON, KENTUCKY 
all units, 140 KVP to 10 MA 


1900 EXPORT SALES Keleket International Corp. 


660 First Ave., New York 16, N. Y. 
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summer 


the diarrhea season! 


For over 30 summers, Dryco has been a food of choice in 
cases of upset stomach, fermentative diarrhea and impaired 
infant digestion — conditions that add to the burden of the 
already summer-wilted physician. 


contains no added carbohydrate 


DIARRHEA. In simple or nonspecific diarrheas, Dryco without 
added carbohydrate is indicated. Symptomatic relief is usually 
achieved with a Dryco formula diluted 1 tablespoonful Dryco 
with 3 ounces of water. 


low in fat high in protein 
VOMITING. “Feedings containing a large proportion of fat leave 
the stomach slowly, so that complete emptying of the stomach 
may not occur before the next feeding is given. Such conditions 
predispose to vomiting.” * Dryco with its low fat, high protein 
and moderate carbohydrate is usually effective in relieving this 
vomiting. 
Additional data and samples will be mailed on request. 
* Jeans, P. C., and Marriott, W. McKim: Infant Nutrition, 
ed. 4, St. Louis, C. V. Mosby Co., 1947. 
‘S 


eovcas oY 


Each tablespoonful supplies 31 calories. 


Dryco. Enriched with vitamins A and D. 


Available at pharmacies in I and 2¥2 lb. cans. 


@) for the summer infant formula 


Prescription Products Division, The Borden Company, 350 Madison Avenue, New York 17 





joan 6.8. PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 


‘ , ‘ y Y ‘ ‘ Y 4 hal y 
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FOR YOUR POLIO CASES 


No. 789 
Portable Aspirator 


SUMUv. 


ASPIRATORS In Iron Lung cases where swallowing 


reflexes are affected, dependable aspiration 


FOR ALL-AROUND must always be at hand to keep the 


throat clear of secretions. To be without 


POST-OPERATIVE 


adequate suction units is to risk serious 


or even fatal developments. 


DUTY 





You can always be sure of strong, steady, 
controlled suction with Gomco 
Aspirators. Their trouble-proof use in thousands of hospitals, clinics, 
and offices over many years is proof of it. Your supplier will be glad 
to show you the light, 18-pound No. 7839, illustrated, or its stand-mounted 
counterpart, the 790. Both are dependable standbys 
in polio therapy, as well as urological and 


bronchoscopical and dental work. 


GOMCO SURGICAL MANUFACTURING CORP. 
830-M E. Ferry Street 2 Buffalo, New York 








ulacin 


for maintained gastric anaciait) 





The Key to Successful 


Peptic Ulcer Therapy 































































































GASTRIC ANALYSIS. Superimposed gruel fractional GASTRIC ANALYSIS. Same patients, two days later, 
test-meal curves of five patients with peptic ulcer. showing the profound and sustained neutralizing effect of 
sucking Nulacin tablets (three an hour). 
—— free HCI free HCI 
RESTING %ui% % Ihr l% 1% 1% hr 2% 2% % 3hr 3% % % % Ibe 1% 1% 1% 2h % 2% 2% 3he 3% RESTING 
JUICE JUICE 
90 (+327) 90 (+327) 
80 (+292) 80 (+292) 
7 NG 

70 (+255) 70 (+255) 

60 (+219) 60 (-219) 

50 (+182) ! A — 50 (+182) 

40 (+146) A 40 (-146) 

30 (-109) Oe, 30 (+109) 

20 (-073) 20 (-073) 
ly ——-'10(-036) . 10 (-036) 
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Continuous and complete acid neutralization, without com- 
plicated apparatus and while the patient is ambulant, is the 
outstanding contribution Nulacin makes in peptic ulcer therapy. 

Nulacin represents a new concept in the treatment of ulcer. 
The Nulacin tablet, conveniently proportioned and of proper 
hardness, is placed between the cheek and gum and allowed to 
dissolve. Its antacid ingredients are slowly released and are 
carried to the stomach. Gastric hydrochloric acid is thus 
neutralized as it is elaborated, maintaining the pH at approx- 
imately 7.0. In this manner, healing is encouraged. 

Highly palatable and providing only 11 calories, each 
Nulacin tablet is prepared from milk combined with dextrins 
and maltose and incorporates: 


Magnesium trisilicate. .....eceeececees 3.5 gr. 
Magnesium oxide. .....ccescecscesess 2.0 gr. 
Calcium carbonate. .....ceseccececces 2.0 gr. 
Magnesium carbonate... ...sececeeees 0.5 gr. 
ee ST eee q.s. f 
In this combination and because of the unique method (ame . 
of administration employed, the efficacy of the antacids in . * ‘ 
Nulacin is considerably greater than that of a similar in 


quantity taken in the conventional manner. ms e 

For the treatment of active ulcer, the patient should be Ss F 
instructed to suck Nulacin tablets, two or three every sf 
hour, beginning one-half to one hour after each meal. 
The efficacy of the tablet is greatly reduced if it is 
chewed and swallowed. 

Nulacin is available in tubes of 25 tablets at ‘all 
pharmacies. 


Horlicks Corporation 


Pharmaceutical Dvtitco 


RACINE, WISCONSIN 


1. Douthwaite,.A.H., and Shaw, A.B.: The Control of 
Gastric Acidity, Brit. M.J. 2:180 (July 26) 1952. 


2. Douthwaite, A.H.: Medical Treatment of Peptic 
Ulcer, M. Press 227:195 (Feb. 27) 1952. 
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MICROWAVE RADAR DIATHERMY 


can RELAX 


Dosage may be predetermined and con- 







trolled over large and small areas, and 





may be precisely duplicated in successive 





treatments. 


> 


YOUR PATIENT can RELAX YOUR NEIGHBOR CAN RELAX 


— doesn’t have to re- 


main rigid; no tuning is 

A required; nothing 
. touches the body — no 

<i ————A__ pads, no danger of 


shocks or arcs. 


and enjoy his television 






| with avoidance of inter- 
ference. Microtherm’s 
radar wave length, 2450 
megacycles, is way above 
TV wave range (not over 
920 megacycles) 


“aD g Ly 
Bl MZ 
ti — 


- 
















MICROTHERM for high clinical efficiency — 
provides penetrating energy for deep heating 





— i in f; 
proper temperature ratio between fat and Have you seen the latest Cliai- 


cal Reports on Ophthalmology, 
Physical Medicine and the 
Microtherm? Ask us to mail 
them to you. 


vascular tissue — effective production of 
active hyperemia — correct relationship be- 
tween cutaneous and muscle temperature. 


RAYTHEON 
MANUFACTURING COMPANY 
Power Tube Division « Waltham 54, Mass. 





APPROVED BY THE F.C. C 
CERTIFICATE NO. 0-477 
Excelle tn Elechonics UNDERWRITERS LABORATORY 

















A 4-oz. glass of orange or grapefruit juice 
half an hour before lunch and dinner can 
materially reduce the demand for high-caloric 
foods, and enable the obese to adhere to their 
dietary regimens more satisfactorily. Citrus is 
particularly appealing because it is a “‘natural”’. 
non-medicinal, appetite-appeaser. 
Other advantages of citrus, as an anoretic 
agent, are its readily utilizable carbohydrates 
(approximately 10-15 gm. per glass) which combat 
hypoglycemia—its almost universal availability — 
its popular flavor—and its economy. 


FLORIDA CITRUS COMMISSION « LAKELAND, FLORIDA 


FLORIDA we 


CRANGES * GRAPEFRUIT * TANGERINES 


— — 
—, | 
\ 
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26 MILLION OVERWEIGHT AMERICANS 
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Carnation 
Homestead 
Daisy 


Milk with a 


Blue Ribbon Holder of 
World’s 


Pedigree 


Record for 
Here is another in a Butterfat 
long line of famous Carnation 
champions bred and raised 
on the Carnation Farms. Cattle 
from these prize-winning 
bloodlines are shipped to 
local dairy farms throughout 
America to improve the quality of 
milk supplied Carnation 
processing plants. 


Production 


Contented 
Cows” 


THE MILK EVERY DOCTOR 









anew and 
distinetly different 
| hypotensive agent 


Outstanding for: 


= its ability to control 
associated symptoms 


= its freedom from 
side actions 


AN ORIGINAL RIKER RESEARCH PRODUCT 


obtained from 
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im mild and moderate hypertension ... 


4+ Rauwiloid 





What it is: 


Rauwiloid represents an alkaloidal extract of the root of Rauwolfia serpentina, 
found chiefly in India. The hypotensive action of this drug has long been known, 
but a purified, standardized dosage form heretofore has not been available. In the 
form of Rauwiloid, all the advantageous features of the drug are provided in a 
reproducible alkaloidal mixture for the treatment of hypertension. Each batch of 
Rauwiloid is biologically tested in dogs for its effectiveness in producing drop in 
blood pressure, bradycardia, and sedation. 


What it does: 


The hypotensive action of Rauwolfia serpentina is of moderate intensity.! It is not 
apparent for several days after therapy is initiated and does not attain its maximum 
extent for weeks or even months.? When therapy is stopped, the hypotensive effect 
persists for some time.* Coincidentally with the hypotensive action, Rauwiloid 
produces a mild bradycardia, especially appreciated in the presence of the tachy- 
cardia which so frequently disturbs the hypertensive patient. A significant feature 
of Rauwiloid is the distinct sense of well-being and emotional calm it induces, as 
well as the prompt relief of symptoms experienced by the patient. In a series of 
326 patients, drowsiness was noted in only seven. 


‘The entire daily dose of Rauwiloid may be taken at one time, for instance 
upon retiring. Rauwiloid produces no undesirable side actions, even when given in 
excessive amounts. Dosage therefore is not critical, hence dosage calculation is 
not necessary. Rauwiloid is not a ganglionic or adrenergic blocking agent, and 
does not interfere with postural reflexes. 


Available evidence shows that when a second hypotensive agent is given in 
conjunction with Rauwolfia serpentina, its effect is exerted in addition to that of 
Rauwolfia serpentina.! In severe hypertension, the concurrent administration of 
Rauwiloid and Veriloid leads to a response which may well be greater than the 
sum of the effects of the two drugs, suggesting true potentiation. 





The desirable hypotensive action of Rauwiloid is character- 
ized by these advantageous features. It produces 


NOTE THESE 1 Pronounced subjective improvement 
rae ‘ 2 Emotional calm especially appreciated by apprehen- 
ADVANTAGES sive patients 
3 Mild bradycardia, not tachycardia 


4 No undesirable side actions 


5 No toxic effects; there are no known contraindications 
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Indications: 


Rauwiloid is the medication of choice in mild and moderate hypertension; in severe 
and malignant hypertension its synergistic properties are valuably employed in 
conjunction with other medication. There are no known contraindications. 


Administration and Dosage: 


The initial dose of Rauwiloid is 4 mg. daily, given as a single dose at night, and 
continued until the desired effect has been attained. Maintenance dosage at 2 mg. 
daily can be instituted when symptomatic and objective improvement indicates, 
usually after one or two months. 


How Supplied: 


Rauwiloid is available in 2 mg. tablets in bottles of 60, a month’s supply of 
medication for the average patient. 


in severe or resistant hypertension... 


Rauwitloid + Veriloid: 


Rauwiloid+Veriloid provides the 


likelihood of side actions, greatly ex- 
greater hypotensive response required 


panding the applicability of the com- 


for controlling the symptoms and ob- 
jective signs of severe or resistant 
hypertension. In this combination, 
consisting of 1 mg. of Rauwiloid and 
3 mg. of Veriloid, the effect of the Veri- 
loid is superimposed upon that of the 
Rauwiloid. In most patients, the re- 
sponse appears to be greater than 
simple summation of the two effects, 
pointing to synergistic potentiation. 
Furthermore, the calming influence of 
Rauwiloid makes it possible for more 
patients to tolerate Veriloid, with less 


bination. 


The average dose of Rauwiloid+ 
Veriloid is one tablet three times daily, 
at intervals of not less than four hours, 
ideally after meals. This quantity may 
be increased to four tablets daily, espe- 
cially after the response to Rauwiloid 
is fully apparent, which may require 
from 30 to 60 days. 


Rauwiloid+Veriloid is supplied in 
bottles of 100 tablets, an average 
month’s supply. 


RIKER LABORATORIES, INC. 


8480 BEVERLY BLVD., LOS ANGELES 48, CALIF. 





References: 


1. Wilkins, R.W., and Judson, W.E.: 

The Use of Rauwolfia Serpentina in Hy- 
ertensive Patients, New England J. 
fled. 248:48 (Jan. 8) 1953. 


2. Wilkins, R.W.; Judson, W.E., and 
Stanton, J.R.: Preliminary Observations 
on Rauwolfia Serpentina in ae 
Patients, Proc. New England Cardiovas. 
Soc., 1951-1952, p. 34. 


3. Vakil, R. J.: A Clinical Trial of Rau- 
wolfia Serpentina in Essential nyeer 
tension, Brit. Heart J. 11:350 (Oct.) 1949. 


© Continuous, round-the-clock effect from once-a-day 
dosage 
7 Hypotensive action synergistic with more potent hypo- 
tensive agents 
8 No economic hardship for the patient; notably low in 
price for active or maintenance therapy, making it 
particularly advantageous in mild hypertension. 
The physician will appreciate the opportunity electively to 
lower the blood pressure without side actions with the aim 
of arresting the hypertensive process. 
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! 
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CAPSULES CHLORAL HYDRATE - Fellows 


ODORLESS * NON-BARBITURATE ¢ TASTELESS 


334 gr. (0.25 Gm.) BLUE and WHITE 
CAPSULES CHLORAL HYDRATE - Fellows 


Small doses of Chloral Hydrate 

(3% gr. Capsules Fellows) completely 

fill the great need for a daytime 

: sedative. The patient becomes tranquil 

r and relaxed yet is able to 


' a * * — 
oe maintain normal activity. 


3 
3% gr. DOSAGE: One 3% gr. capsule three 


times a day after meals. 


HANGOVER 


7'/ gr. (0.5 Gm.) BLUE 
CAPSULES CHLORAL HYDRATE - Fellows 


Restful sleep lasting from five to 
eight hours. ‘‘Chloral Hydrate produces 
a@ normal type of sleep, and is 

rarely followed by hangover.’’* 
AVAILABLE: Pulse and respiration are slowed in 
CAPSULES CHLORAL XS the same manner as in normal sleep. 
HYDRATE — Fellows Reflexes are not abolished, and the 


3% gr. (0.25 Gm.) patient can be easily and completely 
BLUE and WHITE 


‘ 
™~ 2-3 
= aroused .. . awakens refreshed. 
CAPSULES withe t 
bottles of 24’s u DOSAGE: One to two 7% gr., or two to 


100’s HANGOVER four 3% gr. capsules at bedtime. 

7% gr. (0.5 Gm.) 
BLUE CAPSULES EXCRETION—Rapid and complete, therefore 
bottles of 50's no depressant after-effects.’* 


Professional samples and literature on request 


peta bite) glib pharmaceuticals since 1866 
Sharmacealicads 26 Christopher St., New York 14, N. Y, 


. HT: An Integrated Practice of Mediciné (1950) _ 
a in Ther 


. R. : es (1 
Gilman, A.: The Pharmacological Sauls 
1), 22nd printing, 1951. 
Manual of Pharmacology, , (1948), 
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The Dual Purpose Unit 


for 


DAY AND NIGHT 


Each DAY tablet 
contains: 


2% gr... 


BRONCHIAL ASTHMA 


PROTECTION 


















A single package, a single prescription, yet 
two dosage forms are the unique advantages 
of the DAINITE® Unit for around the clock 
protection of the asthmatic patient. Continu- 
ous therapy is thereby supplied based on the 
fundamental difference between the day and 
night requirement of bronchial asthma. Both 
Day and Nite tablets provide fully effective 
therapy against asthmatic attacks; a signifi- 
cant modification of the Nite tablet specifically | 
protects sleep. Striking objective improve- 
ment in pulmonary function, together with 
good tolerance, has been reported with 
DAINITE.'.2.3.4 

Supplied as the DAINITE UNIT containing 
48 Day Tablets and 18 Nite Tablets in a 
unique dispensing unit. Day and Nite tablets 
are also available separately, to simplify 
prescription and refill according to individual 
needs. 

































References: (1) Segal, M. S.: Springfield, 
Charles C. Thomas, 1950, p. 83; (2) Barach, 
A. Ls J.A.M.A. 147: 730-737, 1951; (3) 
Segal, M. S., et al.: Ann. Allergy 9: 782-793, 
1951; (4) Bickerman, H. G., and Beck, G.: 
Personal Communication. 


IRWIN, NEISLER & COMPANY « DECATUR, ILL. 
Research lo Sewe Gour Practice 








VAINITE 





Each NITE tablet 
contains: 

Phenobarbital..... . . ¥% gr. 

.. Sodium Pentobarbital....... ¥% gr. 

..Aminophylline............. 4 gr. 
Ephedrine HCI............. 

Ethyl Aminobenzoate....... Y% gr. 

Aluminum Hydroxide. ......2% gr. 

Give at 10 P.M. 


-4.C, 
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NEOCYTEN 


Trademark 


Analgesic > Muscle-Relaxant 


to abolish 


the pain-spasm 
cycle 


~ 
(C) ix seuromesctar 


disorders 


In each NEOCYTEN’ Entab 


For Potentiated Analgesia 
Sodium Salicylate . 0.25 Gm. 
mel goby Vuillale)el-ar4elie 

0.25 Gm. 
Ascorbic Acid ... 20.0 mg. 


For Safer Cholinergic Action 
mab axestile lial 

Salicylate 
mloyuarehine) olial 


Methylbromide . 0.50 mg. 


SUPPLIED 
sto} fi -t te) 74010 pre 1010 el sTo 01010 


taliel oXaCulictareneelehizte hic] o)(-109 


NYoliie)(-\ Mele ME -leel i e-Meh Zell 
able to physicians on request 


THE CENTRAL PHARMACAL CO. 


acto ak siclasmelan M@elalililtieltiw.(cticelaea) 
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NATURAL 


Sia iresllite 


TREATMENT 


= 


sphincter 


OF 
CONSTIPATION 


: WRITE 
Young's ait FOR FREE 
Dilators BOOKLET 


*‘Constipation—Rectal Dilatation Therapy" 
Sent on request with dispensing prices. 


F. E. YOUNG and COMPANY 


436 E. 75th Street © Chicago 19, Illinois 





muscles 











WITH - 


PHENARSENIDE 


. . is reported by Dr. Harold L. Bruner, Chief of 
Allergy at the Philadelphia College and Hospital of 
Osteopathy, in the April 1953 issue of ‘The Journal 
of the American Osteopathic Association.” 

Other clinical studies reveal that Phenarsenide — 
a palatable liquid containing arsenious iodide — 
gives relief in those cases where, despite adequate 
treatment, bronchial asthma persists. 


Available on prescription only. 
Literature and samples on request. 





A. J. PARKER CO. 


ee ee 2. 
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VV New Table/ 


V1 Important Advance/ 


table top can NOW 
be lowered to — 


ya 


For convenient approach to the operative site 
throughout the posturing category. 


Write Deot. SM-6 for complete catalog 





. 2s 2, .0S-8 eeee S T n e 
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PULLEN— 
COMMUNICABLE DISEASES 


Edited by ROSCOE L. PULLEN, 
A.B., M.D., F.A.C.P. 


Professor of Medicine and Dean, University of Texas Postgraduate 
School of Medicine, Houston, Texas 


53 Contributors 


Because communicable diseases exceed all others in 
terms of clinical importance, physicians have found 
many uses for this book on the diagnosis and treat- 
ment of communicable diseases. More than 100 en- 
tities include all diseases classed as communicable 
or reportable in most cities and states. Diseases are 
classified by clinical expressions which, when mani- 
fested by the patient, will enable the doctor to make 
a working diagnosis. Recent developments in the 
field of therapy with antibiotics are incorporated. 
Full attention is given to the biologicals, methods 
of immunization for children, and prevention. 


1035 Pages, 644" x 10”. 253 Illustrations and 
35 in Color on 20 Plates. $20.00 


Washington Square 


LEA & FEBIGER 


COZEN— 
OFFICE ORTHOPEDICS 


By LEWIS COZEN, M.D., F.A.C.S. 


Attending Orthopedic Staff: The Orthopedic Hospital, Veteran’s Hos 
pital, etce.; Assistant Professor of Orthopedic Surgery, College « 
Medical Evangelists, Los Angeles, California. 


‘ 


New 2nd Edition 


Procedures which physicians can and should use in 
the office treatment of orthopedic cases are de- 
scribed clearly in this how-to-do-it book. The re- 
vised and enlarged new 2nd edition contains much 
new material. Many additional therapeutic pro- 
cedures are given; orthopedic lesions are dealt with 
extensively and 45 new illustrations have been add- 
ed. The number of pages has been increased by 30 
per cent. Dr. Cozen describes the material used for 
proper orthopedic treatment, then goes directly into 
therapy for specific conditions affecting all parts of 
the body of both adults and children. 


New 2nd Edition. 304 Pages. 
191 Illustrations. $5.50 


Philadelphia 6, Pa. 








WHEN EMPHASIS 
iS ON 


A CHOICE OF PHYSICIANS 


HOLLAND-RANTOS COMPANY, INC. + 145 HUDSON STREET, NEW YORK 13,N. Y. © MERLE L YOUNGS, PRESIDENT 





Personal assurance in 
family planning is peace 
of mind for each patient 
a physician serves. As- 
sure this trust by using the 


tested Koromex plan.* 


ACTIVE 
INGREDIENTS 
BORIC ACID 2.0% 
fo) OAe1elL lola | 
BENZOATE 0.02% 
AND 
PHENYLMERCURIC 
ACETATE 0.02% 
IN SUITABLE 
JELLY OR 


CREAM BASES 


* We'll be happy 
to send literature 
on request. 
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Cfobilim 


INTRAMUSCULAR 


VERILOID 


Brand of Alkavervir 


In hypertensive emergencies, 
when the blood pressure must be 
dropped in a matter of minutes, 
Solution Intravenous Veriloid mer- 
its first consideration. Its action is 
prompt and profound, lowering 
the arterial tension in most pa- 
tients to or near normotensive lev- 
els. However, the clinician at all 
times has complete control of the 
extent of the blood pressure drop. 


The dependable hypotensive action 
of Solution Intramuscular Veriloid 
makes this unique extract of Veratrum 
viridealkaloids highly valuablein mild 
and moderate pre-eclampsia. It pro- 
duces a prompt initial fall in blood 
pressure, and, given at intervals of 
3 to 6 hours, it then holds the tension 
at or near normotensive levels until 


delivery occurs. 


Note These Results 
In a series* of 56 patients with mild 
to severe pre-eclampsia, excellent re- 
sults were obtained in 47 patients, 
good results in 4, and fair results in 5. 
In all patients the significantly de- 
pressed blood pressure was main- 
tained until delivery took place. In 
5 cases of postpartum pre-eclampsia, 


the results were especially gratifying 


*Finnerty, F. A., Jr.,and Fuchs,G. J.: Washington, D.C., 
to be published. 
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in PRE-ECLAMPSIA 


since only a single injection was re- 


quired in each patient. 


Solution Intramuscular Veriloid 
merits ready availability in the labor 
and delivery rooms; it can aid sig- 
nificantly in the management of the 


eclamptic patient. 


In Hypertension 
Given in proper dosage, Solution In- 
tramuscular Veriloid offers a positive 
means of lowering the blood pressure 
not only in eclampsia, but also in 
malignant hypertension, encephalop- 
athy, and hypertensive crises. A single 
dose produces its maximum effect in 
60 to 90 minutes and exerts a hypo- 
tensive influence for 3 to 6 hours. 
Through repeated injections, the 
blood pressure may be depressed for 
hours or even days, depending upon 


the therapeutic need. 


Solution Intramuscular Veriloid, containing 1.0 mg. of alka- 
vervir per cc. of buffered isotonic aqueous solution incorpor- 
ating one per cent procaine hydrochloride, is available through 
all pharmacies in 2 cc. ampuls packed 6 ampuls per box. 


RIKER LABORATORIES, 


INC. 


8480 Beverly Bivd. - Los Angeles 48, Calif. 


VERILOID, GENERICALLY DESIGNATED ALKAVERVIR, IS 





Glee Ohiginal Riker Research. Produit 











Hot weather skin irritation? 
Use AMMENS for quick relief 


June, 1953 





The large starch granules, evenly dispersed in a sea of talc, 
provide a maximum surface area for the absorption of 
irritating moisture. Macerated crevices are protected and 
healing is promoted. 


But Ammens is more than a soothing powder. Zinc oxide, 
boric acid and oxyquinolin are carefully blended with the 
starch and talc. These medicaments provide a barrier which 
helps protect irritated areas against bacterial invasion. 
Growth of bacteria is discouraged. 


Use and recommend Ammens Medicated Powder when- 
ever your patient presents a skin irritated by chafing or 
other mechanical trauma, or when the skin is excoriated by 

moisture. It soothes, aids healing. Its faintly medicinal odor 
Te Lae makes it especially suitable for professional recommendation. 


AMMENS ‘osicores powaer 


BRISTOL-MYERS COMPANY «+ 19 WEST 50 STREET + NEW YORK 20, N. Y. 
DISTRIBUTOR FOR CHARLES AMMEN CO. + ALEXANDRIA, LOUISIANA 


ANTISEPTIC 


t: mee ore Ow 






















MARRIE 


when 
RIASOL/;\ 

cleared Uf {\ 
PSORIASIS 


Most cases of psoriasis in women begin in the late teens 














or early 20’s — the marriage age. Hence the young 
woman’s happiness is at stake. 


In a clinical test on psoriasis, RIASOL improved the 
ugly skin condition in 76% of the cases. Results were 
fast, too. In 8 typical cases the skin patches cleared up 
in an average of 7.6 weeks. Remissions were greatly 
reduced. 


Our photographic album includes many young women 
with disfiguring psoriasis whose skin was restored to its 
natural beauty with the help of RIASOL. Their letters 
of grateful appreciation truly touch the heart. 


RIASOL contains 0.45% mercury chemically combined 
with soaps, 0.5% phenol and 0.75% cresol in a wash- 
able, non-staining, odorless vehicle. 


Apply daily after a mild soap bath and thorough dry- 
ing. A thin invisible, economical film suffices. No 
bandages required. After one week, adjust to patient’s 
progress. 


Ethically promoted RIASOL is supplied in 4 and 8 


fluid oz. bottles at pharmacies or direct. 


MAIL COUPON TODAY 
—TEST RIASOL 
YOURSELF 


After Use of Riasol 





SHIELD LABORATORIES 





12850 Mansfield Ave., Detroit 27, Mich. 


Please send me professional literature and generous clinical package of RIASOL. 


RIASOL for PSORIASIS 
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Pet Milk keeps 
‘ babies 


June, 1953 


growing 


SY 


YOUNG PARENTS SAVE UP TO $50 ON 
BABY’S FOOD BILL THE FIRST YEAR ALONE 


In these days of higher living costs, most young parents 
find the expense of raising a baby is a more serious prob- 
lem than ever. That’s why they are so grateful for advice 
that helps them keep food costs down. 


YOU CAN HELP 


As a physician, you can help them with this problem by 
recommending Pet Evaporated Milk. Pet Milk, the orig- 
inal evaporated milk, costs less that any other form of 
whole milk—far less than special infant feeding preparations. 


At the same time, there is no better, more nutritious milk 
for babies. Pet Milk is complete in all the essential food 
values of milk. Recommend inexpensive Pet Milk for 
the babies in your care. 


FAVORED FORM OF MILK 








ey 





infant 
feeding 
costs 


FOR INFANT FORMULA 


PET MILK COMPANY, 1464-F ARCAD DE BUILDING, ST. LOUIS 1, MISSOURI 
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Now... get 2-tube 


efficiency at 
1-tube cost 

















Maxicon ASC provides over-and-under the table 
tube positioning easily, compactly, economically 


For complete reliability and flexibility — in both 
radiography and fluoroscopy—General Electric's 
Maxicon ASC is the outstanding unit in its class. 
Nowhere can you match its high-quality per- 
formance at so reasonable a price. 
Conversion from radiography to fluoroscopy 
takes a matter of seconds. Complete straight-line 
tube positioning — with perfect counterbalanc- 
ing — permits instant vertical movement of the 
tube from one focal distance to another . . . up to 
40 inches. And the table-mounted tube stand 
angulates with the table for up to 40-inch verti- 
cal Bucky radiography. For operation with either 
100 or 200 ma generators, Maxicon ASC is ex- 
tremely compact — a valuable asset where space 
is limited. 
Find out how Maxicon ASC’s remarkable 
flexibility can serve you. Call your GE x-ray Maxicon ASC lets you fluoroscope readily 
: " with the table in any position. With one 
representative, or write X-Ray Department, Gen- hand you can operate shutter controls and 
eral Electric Company, Milwaukee 1, Wisconsin, position the counterpoised screen, 
for your copy of Pub, R-16. 


You can put your confidence in — 


GENERAL @ ELECTRIC 
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Doctor, 

e your own 
judge... 
try this 

simple test 













With so many claims 
made in cigarette adver- 
tising, you, Doctor, no 
doubt prefer to judge for 
yourself. So won’t you 
make this simple test? 








Take a PHILIP MORRIS and any other cigarette 


1. Light up either one first. Take a puff—get a good mouthful of smoke 
—and s-l-o-w-l-y let the smoke come directly through your nose. 


2. Now, do exactly the same thing with the other cigarette. 


Notice that PHILIP MORRIS is definitely less irritating, definitely milder. 


PHILIP MORRIS 


Philip Morris & Co. Ltd., Inc., 100 Park Avenue, New York 17, N. Y. 
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Progressing Research Reveals 


Nutritional and Metabolic Advantages 
from Oranges Eaten Whole 


Tuar the properly organized diet plays an essential role in health 
maintenance, today is universally accepted as a fundamental concept in 
nutrition. On this basis, oranges—properly peeled and eaten whole—merit 
a prominent place in the daily diet. 

Orange juice is and remains probably the simplest palatable form in 
which to ingest the daily quota of vitamin C. But of many other nutrients 
and physiologically valuable substances the fruit eaten whole supplies notably 
more than does the juice. 

Of the carotenes, for instance, the whole fruit provides six times as 
much of these provitamin A substances as does the juice—1.0 mg. instead 
of 0.16 mg. per 100 Gm. of fresh weight. 

Of the protopectins, with their regulatory influence on intestinal func- 
tion and improved absorption of certain noncaloric nutrients, the whole 
fruit contains ten times as much as does the juice—1.0 Gm. instead of 0.1 
Gm. per 100 Gm. 

Similarly with the bioflavonoids (which may well be concerned with 
capillary integrity); of these too the whole fruit contains ten times as much 
as does the juice—1.0 Gm. vs. 0.1 Gm.—and of inositol, one of the lipotropic 
B vitamins, it contains twice as much—0.4 Gm. as against 0.2 Gm. per 
100 Gm. of fresh weight. 

On the basis that the foods eaten should be chosen for their contri- 
bution to health maintenance, the suggestion “Eat an Orange a Day—and 
Eat It Whole” appears to be sound advice. 

California Valencia Oranges are now in plenti- 

ful supply. Virtually everybody can benefit 
from their health-main- 
taining values. 






Sunkist Growers * Los Angeles 54, California 


Sunkist 


A practical, healthful source of protopectins Ga bifo nm ta- he tye na Cran ge s 
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Are These 3 Your Patients? 





IT HAS BEEN ESTIMATED that three out of ten 
adults in America suffer from a lack of hydro- 
chloric acid in the stomach. 


Doctor, this average is probably even higher 
among your patients who are suffering certain 
forms of ill health. 


Where so-called heartburn, toxic body conditions, 
gas formation or digestive fermentation is present, 
this deficiency of hydrochloric acid must be con- 
sidered suspect. 


VM. No. 17 contains hydrochloric acid in con- 
junction with Glutamic acid, in tablet form. In 
addition to this overall digestant, there are present 
two important enzymes covering the prevalent 
American diet of protein and starches. 


VM. No. 17 is not just another hydrochloric acid 
tablet. It is a formula that is the result of months 
and months of careful testing and clinical research 
and is of a high quality in keeping with all prod- 


ucts bearing the Vitaminerals label. 


ITAMINERALS INC. 


Glendale 1, California 
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HOT CAUTERY BLADES 
CAN BE SAF 


_ 





STANTON 
RACK 


Keeps hot blades off table <= 
tops. Clamps to any table. 
Chrome plated. Good for 
holding long probes, ete. 

No. A O 6215 








"WHIRLWIND" 
AIR-SUCTION UNIT 


30 Ibs. pressure, 27 in. suction. 
Quiet as a whisper. 4 H.P. motor. 
Automatic oiling, gauges, muffler, 
filter, regulators, safety trap, tub- 
ing and cut-off. 

No. A O 2480 


32-0z. suction bottle in stainless 
steel bracket. Separable coupling. 


Attaches to Whirlwind motor base. 
No. A O 2515 


$4 5° 


MEDICAL - SURGICAL SUPPLIES 
609 College St. Cincinnati 2, O. 
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“It’s so good to be back 
on the job, doctor” 


TABLET 


S 
NEOHYDRIN / 


BRAND OF CHLORMERODRIN 


NORMAL OUTPUT OF SODIUM a, lala: 
PRESCRIBE NEOHYDRIN whenever there is retention _ 
of sodium and water except in acute nephritis 

and intractable oliguric states. You can balance 

the output of salt and water against a more 

physiologic intake by individualizing dosage. From one 
to six tablets a day, as needed. 


PRESCRIBE NEOHYDRIN in bottles of 50 tablets. 
There are 18.3 mg. of 3-chloromercuri-2-methoxy-propylurea 
in each tablet. 


cadershi~p Cre uvetic rebearch. 


dé LABORATORIES, INC., MILWAUKEE 1, WISCONSIN 
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The use of shock as a therapeutic agent may seem 
incongruous to those who have come rightfully to 
regard shock as a condition to be feared and avoided. 
Reflection, however, will bring the realization that 
there are degrees of shock, ranging from the dreaded 
reaction which leads to death to an almost imperceptible 
persistent alteration in the physiology of the individual. 
These lesser reactions, so frequently unrecognized and 
seldom given consideration if noticed, may be the 
means of changing the health of a patient permanently ; 
therefore, they should be an important consideration in 
diagnosis, treatment, and prognosis. In order to enable 
us as osteopathic physicians to think together on this 
subject it seems necessary to examine the philosophic 
basis for the use of shock therapy before it is discussed 
directly. 
PHILOSOPHIC BASIS FOR SHOCK THERAPY 

As philosophy and science develop more and 
nore along dynamic and functional lines, it becomes 
apparent that a constant examination and re-evaluation 
of therapy in all of its applications is necessary if the 
conscientious physician is to give his patients the best 
possible consideration. The progressive physician of 
today cannot practice in the static empirical and au- 
thoritarian way most medicine, osteopathic and other- 
wise, has been traditionally taught and practiced. He 
must, in the light of modern thought, regard each 
patient as a unique individual whose reaction to stimuli 
has resulted in disease and who requires treatment 
specifically developed for him at the moment. The 
fact that a certain form of therapy has been compara- 
tively successful in the past in the care of most patients 
does not mean that it is the best for this particular 
patient now. Even the most serviceable therapeutic 
procedure, including osteopathic manipulation, should 
be examined critically at every application to see if it 
is indicated and, if indicated, to see if its application 
meets the requirements of the present diagnosis. It 
cannot be taken for granted that the methods and tech- 
nics taught and used for years will be beneficial to 
this unique patient now requiring treatment. With 
stereotyped attitudes, treatment becomes routine, di- 
rected toward disease rather than toward the patient. 


*Presented at the meeting of the Osteopathic Society of the 


City of New York, September 24, 1952 





The Use of Shock as Alterative Therapy* 


H. V. HOOVER, B.S., D.O. 
Tacoma, Wash. 








We believe osteopathy to be a complete system of 
medicine with a sound biologic basis, so it is essential 
that we be careful not to apply any therapeutic agent 
empirically. Each treatment of whatever kind must 
conform to the truths underlying this biologic basis as 
they apply to the particular patient at the present 
time, not to patients in general, or to a disease we 
may name in our diagnosis. 

When the physician, continuously alert, discovers 
new facts that may help him to be a better physician, he 
will test them with a yardstick built from osteopathic 
theory, his own and the profession’s clinical experience, 
and research in the laboratory. Also he will check the 
yardstick in the light of known facts to see if it is 
accurate; and he will not hesitate to correct any error 
which appears in it or to add any new feature which 
may make it more complete. The alert osteopathic 
physician is willing and anxious to examine his thera- 
peutic measures objectively and to accept improvements 
in their application or even to reject them if they are 
proved less valuable than he thought or if some better 
procedure appears. On the other hand he will not be 
swept away from sensible and proved procedures by 
therapies of little value or by unphysiologic and worse 
than useless modalities which refute or do not fulfill 
completely the requirements of the yardstick built upon 
the basic tenets of osteopathy. 

With these principles in mind let us examine the 
theories of health and disease. Korr' observes that all 
complete or integrated philosophies of health and dis- 
ease have one common attribute, namely that they 
affirm the unity of the individual in health and disease, 
and so reaches the conclusion that health is the expres- 
sion of a nervous system able to maintain adequate 
physiologic function within its internal and external 
environment, and that disease is the result of the 
action of a nervous system unable to function health- 
fully in its environment. 

If this conclusion is true, then health may be 
considered as the normal expression of a normal and 
adequate nervous (or neuroendocrine) system and 
disease the normal expression of an abnormal or 
inadequate nervous (or neuroendocrine) system. And 
the structure and function of the neuroendocrine sys- 
tem in health must differ from that found in disease 
and the change from health to disease or vice versa 
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must require a change in the structure of that system. 
When persistent functional changes are manifest, 
changes must of necessity have occurred in structure 
which may be on biochemical and neurologic levels as 
well as on gross anatomic levels. This cannot be other- 
wise, since structure has been defined* as persistent 
function and function and structure are but different 
manifestations of the same configuration. 


If the theory of Still, Speransky and the classical 
physiologists as reported by Korr’* is true, it appears 
reasonable to assume that treatment directed toward 
improvement of health should consist primarily of'an 
attempt to alter the structure-function of the diseased 
individual’s neuroendocrine system in such a manner 
as to allow it to express health. Treatment of func- 
tional manifestations or mere disease symptoms ap- 
pears to be only temporary in effect, unpredictable, and 
frequently futile, since it does not consistently make 
the change in structure which appears to be essential 
to successful therapy. 


To make a diseased patient function healthfully 
it seems necessary to follow one or both of two courses 
depending upon the condition of the patient. Pathologic 
entities which provide a maintaining factor in the cycle 
of the disease process may be removed by surgery or 
other therapy, or, in cases which do not exhibit such 
pathologies, stimuli may be applied which are intended 
to change the structure and function of a perverted 
neuroendocrine mechanism so that it may function 
healthfully. Alterative therapy falls in one or both of 
these categories. 


It is also recognized that the environmental fac- 
tors which stimulate and cause the patient’s system 
to react by way of a disease process may at times be 
counteracted by such measures as antitoxins, anti- 
biotics, antidotes, et cetera, and the process thereby 
abated. Nevertheless, the aforementioned alteration of 
structure-function must even in these cases remain the 
fundamental approach to the patient with a disease. 
Antibiotics and the like may on occasion be valuable, 
but the ability of the patient to fight and resist the 
organisms inhibited by the antibiotics is more funda- 
mental and useful and must be the first consideration 
of the physician. 


Diagnosis preceding treatment for alteration of 
the neuroendocrine system is necessarily aimed at 
discovering and measuring the deviations in structure 
which maintain the disease process. The object of 
diagnosis is to find what in the patient and his environ- 
ment is the basis of his specific aberration. Treatment, 
after the environmental factors are eliminated or modi- 
fied to the optimum possible under the circumstances, 
must consist of an attempt to so adjust and change 
the patient structurally that he can adapt physiologically 
and healthfully to his environment. This certainly 
implies that each patient must have individualized diag- 
nosis and treatment, for no two patients can be alike 
nor is a patient the same today that he was yesterday. 
Also it indicates that we can set no norm toward which 
we aim in treatment since each person exists in a 
different internal and external environment which is 
constantly varying. Nor does naming a disease indi- 
cate the specific treatment best for a given patient. 


SHOCK AS A THERAPEUTIC MEASURE 


In view of the preceding conclusions let us now 
consider shock as a therapeutic measure. In order to 
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explain shock therapy I will first present some of my 
own theoretical considerations and clinical experiences. 


Burns* has demonstrated and Cole* has confirmed 
her findings that when an osteopathic spinal lesion is 
produced there results an immediate reaction in the 
experimental animal, characterized among other things 
by segmental vasoconstriction and flaccidity of tissue 
in areas related by reflex arcs. This is the beginning 
of a pathologic process affecting these reflex areas 
specifically and altering the general function of the 
animal. The immediate reaction lasts from seconds to 
hours and precedes the local inflammatory reaction, or 
resolution to normal as the case may be, depending 
on whether or not the structural change or lesioning is 
persistent. Observation has shown, and any observing 
physician can verify it, that correction of lesions may 
produce similar vasoconstriction and flaccidity. Like- 
wise a force which does not result in structural change 
recognized as correction of lesions may cause these 
changes. The description of shock as described by 
Selye® and in standard pathology texts resembles the 
reactions reported by Burns. I have therefore chosen 
to call the first stage of lesion production and the simi- 
lar stage of reaction from any stimulus severe enough 
to produce such a reaction a shock reaction. As used 
in this paper, shock is considered to be the reaction 
of the body to any stimulus which causes a persistent 
change in structure-function. 


It is evident that since persistent functional 
changes may result from the application of force, 
structural changes, local and systemic, must accom- 
pany the shock. These structural changes occur through 
the mediation of the neuroglandular system which itself 
undergoes a structural change in the process, thus 
perpetuating the reaction. Thus we have the means 
of altering structure-function and, therefore, of chang- 
ing the health of the patient for better or for worse. 
Since it alters health, shock obviously may be not only 
potentially beneficial, but also it may initiate disease 
or complicate existing processes. 


It was as the result of a number of clinical events 
in my early practice that I came to recognize shock as 
a therapeutic measure; the writings of Burns® and, 
later, those of Speransky’ and Selye® have given ra- 
tional substantiation. In the early 1930’s I wrote 
an article on the control of nosebleed by means of 
shock produced by manipulation. I experienced spec- 
tacular and unexpected results not only in the treat- 
ment of hemorrhage by manipulative shock but also 
in the management of trophic ulcers and other obvious 
conditions. Unfortunately I also produced some un- 
favorable reactions such as hemorrhage. However, I 
began to analyze my successes and failures and to 
observe the effects of shock, produced manipulatively 
and otherwise, in many of my cases and came to the 
conclusion that a considerable number of reactions, 
good or bad, were due to shock as it affected the 
structure-function of the patient. Gradually I came to 
the point of considering all my cases in relation to 
shock therapy. Paraphrasing Shakespeare, I asked 
myself, “To shock or not to shock?” Now in my 
treatment, manipulative or other, I continue to ask 
this question. If I decide that shock is indicated, I then 
ask why and how and where and when to shock. Each 
time I see a patient I must ask these questions again, 
for each time he is a new patient presenting a unique 
problem. 
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It must be remembered that shock is relative. The 
ability of the patient to react is equally as important 
as the force applied. Force causing shock adequate to 
meet the needs of a frail old lady will probably not 
affect a young adult, and the force that produces a 
change in structure-function in the old lady today may 
not do so tomorrow. Due to these and other variables, 
such as the state of health and disease, the technic 
of shock cannot, as is true of any technic, be taught 
arbitrarily ; it must be developed from a keen and intel- 
ligent awareness of the condition of the patient at the 
moment and a recognition of the osteopathic principles 
involved. Routinized or empirical treatment meets the 
need of the patient only by chance. 


When shock is not indicated an alternative method 
must be available. Such an alternative is functional 
corrective technic which is based on the theory that 
most lesions may be corrected by an accurate reversal 
of the physiologic motions or sequential series of 
motions which the part followed in arriving at the 
lesioned condition found on examination. It is effec- 
tive in the presence of a minimum of tension and a 
maximum of release and relaxation which permit cor- 
rection with a minimum reflex reaction from the 
stimulus of manipulation. This least reaction is desir- 
able in many cases, but not in all cases, since shock 
reactions may be occasionally desirable in altering the 
health pattern. Although shock may be produced even 
by this functional or indirect technic carefully applied, 
the resulting reaction is not nearly as frequent in 
occurrence nor as violent as is the shock produced by 
the usual technics employed in correction of lesions, 
namely the thrusts or heavy pressures which are in- 
tended to move structures directly into proper posi- 
tional relationships. 


Shock as a therapeutic agent is to be employed 
only when indicated, just as cesarean section or other 
elective surgical or medical procedures are to be em- 
ployed only when certain indications exist. When indi- 
cated shock should not be avoided any more than the 
life-saving cesarean section should be avoided. When 
shock is not indicated the physiologic or functional 
method of releasing tensions and changing structure- 
function is the method of choice. Therefore, before 
I administer shock therapy I ask myself, “Why am I 
treating this patient?” In case of emergency, where 
life is in the balance, I seek to avoid shock therapy 
lest it produce the fatal or dangerous reaction which 
we all fear. On the other hand I may use shock in an 
emergency, such as cessation of breathing during sur- 
gery, in an effort to save life, risking the harm that 
shock may do, directly at once or indirectly later, in 
the development of a perverse neuroendocrine pattern 
which will need to be dealt with later. 


If palliation or relief alone is indicated, I con- 
sistently try to avoid shock. However, now and then 
there may be a case, such as some congestive head- 
aches, requiring it. In therapy for the improvement of 
posture (orthopedic and/or prophylactic) in a healthy 
individual or one approaching health during con- 
valescence from any acute or chronic disease, it would 
seem unwise to apply shock, intentionally or otherwise, 
lest the resulting neuroendocrine pattern express its 
activity as disease instead of health. This unfortunate 
event may and, I believe, does occur for this reason, 
even though the total structural condition may be im- 
proved by the process. 
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When after careful diagnosis I decide that a 
perverted neuroendocrine mechanism is producing a 
disturbance in function known as disease and that 
a certain structural alteration will change the function 
of the neuroendocrine system favorably and that the 
change should be made as quickly as possible, I feel 
impelled to make that structural alteration with suff- 
cient force to shock the area into a definite functional 
change, and to apply that force if possible in such a 
way as to insure a persistent structural change which 
will maintain the new functional pattern. This some- 
times justifies a thrust with considerable force. If | 
have diagnosed accurately and treated skillfully, the 
changed neuroendocrine system of the patient will then 
tend toward health and away from disease. In both 
acute illness and chronic disease I shock as soon 
and as much as I think necessary to alter the course 
of the disease processes, and I shock in a way and in 
an amount that experience has shown will produce and 
maintain favorable change. Depending on the re- 
sponse, ‘shock may or may not be repeated. This 
alterative therapy produced by manipulation ‘can be 
highly effective. 


There is a special condition calling for the use 
of shock in an effort to alter the reaction of the 
patient to a more healthful process. Where local tissue 
conditions are such that manipulation incident to cor- 
rection seems impossible or unwise, shock may be 
applied to the indicated area without the usual correc- 
tive effort to produce the persistent structural improve- 
ment. Shock need not be corrective to produce a 
persistent alteration of neuroendocrine reaction which 
changes the health of the patient. It needs only to be 
a sufficient stimulus, in this case a thrust or prolonged 
pressure on a reaction area to change the structure- 
function of the patient’s neuroendocrine system. 


Shock may be psychic, emotional, chemical, or 
physical, and the use of any one or all of these forms 
may be therapeutically useful to the physician. How- 
ever, it has been pointed out that the most accessible 
and most easily changed portion of most disease 
processes is that part of the somatic component known 
as the osteopathic spinal lesion and that treatment of 
this lesion is the most scientific approach to therapy 
known. Therefore, the physician who recognizes the 
importance of using the patient’s inherent defense 
against disease applies shock as alterative therapy most 
often on one or more spinal segments in an effort to 
change them anatomically and physiologically. Usually 
when he needs a change in his neuroendocrine response 
the patient with a disease is shocked in an area of the 
spine related anatomically to the disease process, al- 
though shock applied in distant related parts may pro- 
duce the desired change. Similar changes may also 
be produced by therapies other than manipulation, but 
manipulation has the advantage of being more specific 
and controllable than other modalities. If applicable in 
the case, shock by manipulation seems, for these 
reasons, to be the method of choice when an alterative 
is required in treatment. 


It is hoped that this discussion will direct attention 
to the necessity of continuously re-examining the 
fundamental processes and thinking by which we 
practice, to the end that we may be aware of how 
routine, standardized, or careless treatment of any 
kind, including manipulation, may adversely affect a 





LOWER NEPHRON NEPHROSI1S- 


patient. Still more it is hoped that this discussion 
will bring the realization that specifically produced 
shock by manipulation may be relatively harmless to 
the patient and clinically useful to the physician. 
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DAVIS 


Therefore, if properly understood and used, shock 
may become a valuable therapeutic agent for those 
who apply the osteopathic concept in their practice. 


1219 Sixth Ave. 
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Lower Nephron N ephrosis* 


W. HARRIETT DAVIS, D.O. 
Burbank, Calif. 


INTRODUCTION 


Lucké introduced the term “lower nephron 
nephrosis” in 19'6.' His original contribution cor- 
related observations on a large group of cases of varied 
etiology which manifested certain common clinical and 
pathologic features. The syndrome has recently as- 
sumed greater importance and the term popularity 
because of increased incidence related to numerous 
cases of military trauma and widespread use of sul- 
fonamides and blood transfusions with attendant in- 
creased risk of reactions. 

Lucké originally felt the pathologic changes of 
lower nephron nephrosis were limited to the lower 
nephron or distal tubule. Others, including Allen,’ 
feel both proximal and distal tubules are involved in 
so-called lower nephron nephrosis. Allen considers 
Lucké’s term a misnomer and prefers the older desig- 
nation “hemoglobinuric nephrosis.”” He comments, 
‘ although the literature on the subject has, in 
these recent years, become voluminous, we seem not 
to have been brought appreciably closer to a solid 
understanding of these dramatically oliguric or anuric 
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kidneys than we were a decade ago.’ 


ETIOLOGIC FACTORS 


The present literature includes a wide variety of 
unrelated etiologic factors which may cause the peculiar 
symptom complex to be described, and which appear 
to cause sufficiently characteristic histopathologic renal 
changes to warrant their segregation into a definite 
group now known as lower nephron nephrosis. Much 
of the study material originated from the many cases 
of “crush syndrome,” in which trauma was recognized 
as the chief etiologic agent. In this group are included 
crushing and compression injuries, which cause libera- 
tion of myohemoglobin and other products of muscle 
disruption. Such cases were particularly numerous in 
recent war casualties, affording a stimulus for intensive 
study. Large numbers of cases were soon recognized 
which displayed the same general clinical picture and 
renal changes, but which appeared totally unrelated 
with regard to the etiologic background. These now 
include incompatible blood transfusions,* reaction to 
sulfonamides,* rapid hemolysis by the use of distilled 
water during operative procedures such as transure- 

*Presented at the teaching Sessions of the Fifty-sixth Annual 


Convention of the American Osteopathic Association, Atlantic City, 
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thral prostatectomy,’ ureteroplacental hemorrhage,** 
heat stroke,” high altitude anoxia, black water fever 
(Plasmodium falciparum),’° mushroom poisoning," 
and burns.’? The picture of lower nephron nephrosis 
is frequently associated with acute yellow atrophy of 
the liver, particularly that produced by poisoning by 
carbon tetrachloride,’’ chloroform, Avertin, and ar- 
senic. (Some writers also include alkalosis and poison- 
ing by the photograph developer, hydroquinone, and 
pyrogallic acid. The findings associated with these 
agents, however, are open to discussion and probably 


should not be included at this time.)* 

According to Lucké, the common denominator of 
all these apparently unrelated etiologic agents is the 
presence of destruction of tissue or of blood, and this 
would appear to be an important feature in all irref- 
utable cases described. 

CLINICAL PICTURE 

Although some variation in the clinical picture 
is seen, depending on the etiology, the essential features 
are quite similar. Shock or a shocklike state is usually 
described as the first phase, and some writers postulate 
its presence even though it is not recognized at the 
time. Usually this period of shock is successfully 
treated and within 24 hours the patient often appears 
to be in good condition. The second phase, that of 
oliguria, soon follows, the urinary output dropping 
below 500 cc. daily, and within 48 hours there may 
be complete anuria. That urine which is passed for 
a day or two may be smoky or frankly bloody, at 
which time a positive benzidine test is obtainable. 
Thereafter, usually no gross abnormality is noted. 
Albuminuria is always demonstrable. The presence 
of the heme compound (commonly responsible for the 
positive benzidine test) usually cannot be demonstrated 
after the third day, but the albuminuria is persistent 
throughout the course of the disease. As a rule, micro- 
scopic examination of sediment shows the presence of 
erythrocytes, but it may not. Always one finds granu- 
lar and often pigmented casts. The acidity is char- 
acteristically high. Until recently, the specific gravity 
was reported regularly as low as 1.010. Recent 
writers’ believe that a normal or high specific gravity 
is more characteristic of the oliguric phase, the lower 
figures being seen with the onset of diuresis. 

Associated with the renal shutdown is a_ rapid 
rise in the nonprotein nitrogen of the blood which 
sometimes exceeds 300 mg. per 100 cc. There is like- 
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wise a rise in the blood potassium and a decrease of 
alkali reserve. Moderate early elevation of the blood 
pressure is characteristic. With the initial period of 
shock the blood pressure usually is below normal, but 
by the following day will have regained a normal level, 
and with the rising nonprotein nitrogen a blood pres- 
sure of 150/90 can be expected. Death may ensue 
as early as 10 days after onset, but if this does not 
occur, spontaneous diuresis may develop at any time 
within the first 2 or 3 weeks, usually followed by 
recovery, complete physiologic restitution occurring 
over a period of several months.** 
PATHOLOGIC OBSERVATIONS 

At autopsy certain gross features are regularly 
seen in the kidneys. A variable amount of swelling 
and increase of weight of these organs is observed, 
the total renal weight varying from slightly over the 
normal of 300 grams to 500 or 600 grams. The cap- 
sules strip readily with obvious bulging of the swollen 
cortices. The surfaces appear pale and, on section, the 
parenchyma is wet and edematous. The pallor of the 
cortices stands out in sharp contrast to the marked 
injection of the medulla. 

The microscopic criteria vary to some degree 
depending upon the observer, but.there are certain 
features which appear to be common to all descriptions. 
The first of these is the lack of glomerular abnormality. 
Although a few cases have been reported in which 
evidence of glomerular ischemia is cited, these appear 
to be in the minority. 

A second common feature of the microscopic 
description is the presence of heme casts within the 
distal portions of the tubules. The number of casts 
seen is extremely variable, in some instances creating 
a striking picture and in others forming an unimpres- 
sive part of the histopathology. No definite dilatation 
of the tubules proximal to the obstruction is reported. 
Thus it appears evident that the degree of tubular 
obstruction by heme pigment is insufficient to account 
ior the oliguria. 

Some degree of tubular epithelial damage is 
regularly seen, but there is disparity in the degree 
and even the location. According to Lucké, there is 
little doubt that the greatest amount of tubular degen- 
eration is limited to the distal segments of the nephrons 
including the ascending limb of Henle, the distal con- 
voluted tubules, and the collecting tubules. However, 
this limitation is not held by all authorities; for in- 
stance, Allen? and McManus” emphasize the frequency 
of cases in which damage to the proximal tubular epi- 
thelium is nearly as prominent a feature as that seen 
in the distal segment. 

Associated with the tubular damage and the pre- 
cipitation of heme pigment there is uniform agreement 
in regard to a stromal inflammatory reaction, appar- 
ently as a result of tubular epithelial degeneration 
followed by herniation of the irritating content into the 
peritubular stroma or into a nearby thin-walled vein. 
If a vein is thus eroded, thrombophlebitis usually re- 
sults, further exciting the stromal reaction. 

In addition to the heme casts, one often sees 
protein casts in the proximal nephrons which are not 
specific to this disease but nevertheless form a promi- 
nent part of the picture. 


PATHOLOGIC PHYSIOLOGY 


Reflecting the state of chaos of the etiology, the 
terminology, and even the microscopic features of this 


LOWER NEPHRON NEPHROSIS—DAVIS 513 


disputed disease, the pathologic physiology is as yet 
only theoretical. These theories, however, have con- 
siderable value in determing the therapy. 

Since the presence of the heme compounds (hemo- 
globin or myohemoglobin) is stressed and actually 
forms the basis of the descriptive entity, its importance, 
from the standpoint: of functional renal disturbance, 
should be considerable. However, we have no direct 
evidence as to this importance. We know that hemo- 
globin, having a molecular weight of approximately 
70,000, comparable to that of serum albumin, is not 
normally present in the glomerular filtrate. On the 
basis of animal experimentation and observation, it is 
felt that in lower nephron nephrosis glomerular per- 
meability is increased, resulting in a widening of the 
pores permitting the passage of this substance of high 
molecular weight. The reason for the altered glom- 
erular permeability is debatable, but may be due to 
renal vasoconstriction as a result of the presence of 
large amounts of hemoglobin within the circulating 
blood. Vascular constriction, due to shock, may also 
play a part. Myohemoglobin, resulting from a break- 
down of muscle, has a molecular weight of 17,500 and 
readily passes through unaltered glomerular capillaries. 
It is felt, however, that those conditions leading to 
the liberation of myohemoglobin from injured muscle 
also may cause renal vasoconstriction and an increased 
permeability of the glomerular filters... This altered 
permeability is demonstrated clinically by the almost 
invariable occurrence of proteinuria. 

The cause for the precipitation of the heme com- 
pounds in the tubular lumina is subject to great dis- 
pute. Many have felt that precipitation occurs only 
in an acid medium. Some experiments by Oliver"® 
would suggest that the necessary isoelectric point for 
coagulation is not encountered until the filtrate reaches 
the distal tubules, at which point cast formation may 
take place. There is yet considerable speculation as to 
whether the heme compounds are toxic, causing the 
tubular epithelial degeneration, or the precipitation is 
the result of tubular disintegration. 

Much experimental work and theorizing have been 
done with regard to the possibility of nephrotoxic 
substances arising from injured muscle or the break- 
down of tissue. Adenosine triphosphate has been men- 
tioned as one of the nephrotoxic substances which 
may be liberated. An increased concentration of the 
adenosine compounds has been demonstrated in blood 
returning from ischemic muscle. It has been suggested 
that if adenosine compounds are liberated slowly into 
the blood stream, the liver is able to detoxify them 
and thus spare the kidney subsequent damage.’ If 
such hypothesis is correct, it may help to explain the 
great variation in the occurrence of lower nephron 
nephrosis following trauma, depending upon the degree 
and duration of muscle ischemia and the functional 
capacity of the liver. 

“One of the key physiologic problems in need of 
clarification is the mechanism of oliguria and anuria.’” 
Many authorities, including Lucké, feel that glomerular 
filtration is adequate, but that all or most of the filtrate 
is reabsorbed across necrotic tubular epithelium into 
peritubular capillaries. This is also offered as an 
explanation for the reported frequent low specific 
gravity, indicating failure of concentrating ability by 
the tubular epithelium. However, this explanation 
breaks down when one recalls the fact that the proxi- 
mal tubule is responsible for the concentration of 





514 LOWER NEPHRON NEPHROSIS—DAVIS 


glomerular filtrate and that these authors postulate 
that the proximal nephron is structurally intact. Fur- 
thermore, recent observers suggest that the oliguric 
urine is more frequently of normal or high specific 
gravity. Allen feels that, despite a lack of supporting 
evidence, glomerular ischemia constitutes the most 
reasonable explanation for the anuria. He ties this in 
with the clinical observation that shock results in a 
decrease of renal blood volume to one-tenth, one- 
twentieth, or even less of the normal volume. Such 
an argument, however, appears invalid when one re- 
calls that the oliguria begins after the shock appears 
to have been treated adequately. Perhaps shock initi- 
ates renal ischemia, which is then perpetuated by the 
tremendous interstitial edema regularly observed in 
these kidneys. (The cause for the interstitial edema 
is not yet satisfactorily explained, and furthermore, 
decapsulation does not regularly hasten the onset of 
diuresis.’ ) 


TREATMENT 

Strauss“ has outlined an approach to treatment 
in these cases which in essence has proved to be 
invaluable. His conclusions were developed from the 
analysis of “an otherwise healthy adult man weighing 
70 kg. who suddenly lost all function of both kid- 
neys.” According to his calculations, the greatest 
threat to life during the ensuing period of renal shut- 
down is the rise in serum potassium, which may lead 
to fatal cardiac changes before nitrogen retention or 
acidosis becomes threatening. Analysis of previous 
modalities, such as spinal anesthesia, splanchnic block, 
diathermy to the kidney region, x-ray radiation of the 
kidneys, injections of acetylbetamethylcholine, irriga- 
tion of the renal pelvis, stripping the capsule or cap- 
sulotomy of the kidney, blood or plasma transfusion, 
or both, intravenous sodium sulfate and hypertonic 
fluids, including glucose and saline solutions, massive 
intravenous saline or lactose solutions, peritoneal 
lavage, and the use of an artificial kidney, showed 
that although all of these methods, singly or in com- 
bination, have been tried, none appears to have had 
any uniform success. The following is an outline 
of suggested therapy: 

1. During the initial shock phase, shock or dehy- 
dration is treated by_whole blood, plasma, or saline 
solution. 

2. Anuric or oliguric phase. As soon as the 
volume of urine output is markedly diminished, the 
second phase of treatment begins; 750 cc. of 15 per 
cent glucose in distilled water are given by vein daily, 
and nothing is given by mouth. Oral administration 
of food seems to increase vomiting. If significant 
emesis occurs, the amount vomited is measured and 
the equivalent of physiologic saline solution is added 
to the daily infusion of dextrose in water. 

Strauss" stresses the fact that “During the second 
week of treatment great fortitude is required because 
of the insistent demands that the patient be drowned 
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with large volumes of intravenous fluid. This must 
be resisted. If acidosis becomes clinically manifest (as 
well as being evident on laboratory examination), a 
liter of one-sixth molar sodium lactate is given, the 
extracellular fluid volume being thus expanded as the 
price for combating acidosis. . . . Electrocardiograms 
are made at least every other day for the observance 
of changes indicative of an excess of potassium.” 
(Continuous gastric lavage may be used to decrease 
the potassium level.) 

3. Stage of diuresis——Water equivalent to the 
total urine volume is administered, plus 1000 cc. for 
insensible loss and any other losses, in addition to 
an amount of sodium chloride to replace that excreted 
in the urine on the preceding day. Carefully matched 
blood may be given if severe anemia develops. In this 
stage, the glomerular filtrate remains low in specific 
gravity, and therefore has very little ability to conserve 
salts. There then may develop depletion of potassium, 
calcium, and sodium chloride, which must be replaced. 
The urine volume may be in excess of 2 to 3 liters 
daily, thus the danger of drowning the patient is 
remote. 

CAUSE OF DEATH 


It must be emphasized that the evidence is against 
the assumption that these patients die as a result of 
nitrogen retention or acidosis.‘* A large number of 
cases of lower nephron nephrosis, which so frequently 
exhibit generalized and pulmonary edema at autopsy, 
have undoubtedly been drowned by excessive quan- 
tities of fluid. In those cases where pulmonary edema 
is not evident, potassium intoxication is thought to 
play a prominent part. “Available data indicate that 
man, unlike small animals, may survive without renal 
function for four or more weeks if excessive quantities 
of fluid are not administered parenterally.”"* Thus if 
the patient can be kept alive during the period of 
anuria until spontaneous diuresis occurs, complete 
functional and histologic recovery may be expected. 


SUMMARY 


A discussion of lower nephron nephrosis (hemo- 
globinuric nephrosis) is given, indicating the multi- 
plicity of etiologic factors, which apparently have a 
common denominator of tissue destruction. The lack 
of uniformity of histologic criteria for the diagnosis 
is indicated, and the observation that tubular epithelial 
degeneration may involve the proximal as well as the 
distal nephrons, despite the popular term “lower 
nephron nephrosis.” The lack of a satisfactory ex- 
planation for the chief clinical feature, oliguria, is 
pointed out, and the suggestion made that it may result 
from renal ischemia initiated by vasoconstriction dur- 
ing shock which is perpetuated subsequently by 
resulting interstitial renal edema. A method of treat- 
ment is given which avoids the usual error of drowning 
the patient by efforts to overcome the oliguria. 
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The Salt Depletion Syndrome* 


WILLIAM BALDWIN, JR., B.A., M.A., D.O. 
Philadelphia 


As early as 1933, Binger and Keith’ noted the 
effects of diuretics on various types of edema and in 
doing so, observed and commented on what today is 
termed the salt depletion syndrome or hyponatremia. 
This subject has to some degree been neglected, al- 
though it has appeared increasingly in the literature 
during the past several years. 

A concept of health and disease which is pertinent, 
not only to the salt depletion syndrome, but to other 
disease states, postulates that a state of health repre- 
sents the establishment and maintenance of the fluid 
matrix (extracellular fluid) within homeostatic limits. 
Such a situation is obtained through the various 
regulatory mechanisms of the body. The primary 


vehicle of this fluid matrix is water, and its functional 
capacity depends upon its electrolytic and colloidal 


contents, as well as upon the various gaseous contents 
distributed to it through the circulating blood. When 
this environment of the body cells is maintained within 
certain homeostatic limits, a state of health is present. 
As the environment departs from these critical limits, 
disease is present as a result of the fact that with 
altered environment the protoplasmic activity of the 
cell is modified, and as this activity is modified, its 
functional capacity is modified, which in turn produces 
a change in organ system function. 

According to the concept presented by Gamble,” 
body fluids are divided into three compartments, the 
blood vascular compartment, the extracellular or 
interstitial fluid compartment, and the intracellular 
compartment. The vascular compartment represents 
approximately 5 per cent of body weight, the extra- 
cellular fluid compartment about 15 per cent of body 
weight, and the intracellular fluid compartment about 
50 per cent of body weight. The units of function, 
namely the cells, and the intracellular compartment, 
representing 50 per cent of the body weight, depend 
upon the two lesser compartments, the interstitial and 
blood compartments, for maintenance of their proto- 
plasmic integrity. With this concept as a basis, we 
can perhaps better understand the widespread sequence 
of events that follows an alteration in the electrolytic 
balance of the extracellular compartment in the salt 
depletion syndrome. 


It is believed that one of the most common 
etiologic factors producing the salt depletion syndrome 
is use of mercurial diuretics in managing edema of 
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congestive heart failure. These diuretics function pre- 
dominantly at the tubular level, serving as a proto- 
plasmic poison which interferes with the enzyme 
systems and therefore, with the tubular function.® 
They tend to remove disproportionate amounts of 
sodium, chloride, and water, causing reduction in blood 
chlorides, lowering of serum base, and an increase in 
the urinary output of sodium, potassium, calcium, and 
chloride. Under such circumstances, diuresis will 
follow. Mercurial diuretics are indicated only if the 
edema present is that of salt retention, not edema of 
water retention. Unfortunately many times the edema 
of water retention, which probably would respond best 
to the administration of digitalis with no mercurial, is 
not differentiated from the edema of salt retention. In 
the latter, there has been a shift of the sodium into 
the extracellular space with subsequent retention of 
water to allow the usual attempt to maintain a homeo- 
static level of the extracellular environmental fluid. 

Another factor which today is contributing to the 
increased incidence of the salt depletion syndrome is 
the use of the ion exchange resins. These substances 
liberate sodium and postassium in acid media and im- 
bibe or remove sodium and potassium in alkaline 
media. Therefore, the resins liberate sodium during 
a comparatively short residence in the stomach, but 
imbibe sodium and potassium during the longer resi- 
dence in the small bowel. Because of this it is possible 
to feed patients a diet containing sodium and still not 
effect any appreciable absorption and retention of this 
ion. Thus use of the ion exchange resins in conjunc- 
tion with average low sodium diet often results in salt 
depletion or hyponatremia. 

Schroeder,’ in 1949, described the salt depletion 
syndrome as follows: a successive depletion of urinary 
volume with a depression of urinary chlorides, with 
resultant gain in body weight, accompanied by a rela- 
tive and absolute increase of sodium in the extra- 
cellular fluid. This is followed by a rise in levels of 
the urea nitrogen and nonprotein nitrogen contents of 
the blood and a fall in the level of the blood chloride 
and sodium. This precipitates increased cardiac rate 
with the appearance of peripheral edema to a marked 
degree. The patient then presents the following symp- 
toms: weakness, mental confusion, apathy, edema, 
hypotension, dyspnea, anorexia, nausea, vomiting, mus- 
cular cramps, and peripheral vascular collapse. 

It is interesting to note that the above symptoms 
are almost identical with those of congestive heart fail- 
ure for which the patient received the therapy. When 
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this symptom complex presents itself, differential diag- 
nosis is necessary. If the patient is in the state of 
true congestive failure with salt retention, mobilization 
and excretion of sodium are indicated to correct the 
condition. This can be accomplished by restriction of 
sodium, acidification to mobilize, and mercurials to 
expedite excretion. However, if diuretics are utilized 
in the face of sodium depletion the condition is ag- 
gravated and the uremic state is worsened. MacGuire® 
notes that the risk of uremia is greater in the old age 
group and in those patients with minimal or potential 
renal disease. These people frequently alternate be- 
tween a state of -hyponatremia with uremia and con- 
gestive failure when under treatment. In evaluating 
and projecting the use of mercurial diuretics in the 
management of edema all these factors should be 
given careful consideration. Ray and Burch*® have 
suggested that the mercurials be withheld if the blood 
urea nitrogen content is over 60 mg. per cent. 

Another interesting syndrome that has long been 
recognized, and which symptomatically parallels the 
salt depletion syndrome, is adrenal cortical insufficiency 
or Addison’s disease. These people show sodium de- 
pletion, rising blood urea nitrogen and nonprotein 
nitrogen, marked weakness, asthenia, hypotension, 
tachycardia, nausea, vomiting, hypoglycemia, et cetera. 
It is believed that functional disturbances of the 
adrenal cortex play an important role in the salt 
depletion syndrome; thus a better understanding of 
this relationship may lead eventually to more reason- 
able and more successful management of this syn- 
drome. 

Elkinton and his coworkers* have shown that with 
salt depletion, the contraction of plasma volume is 
greater than with water depletion, although the extra- 
cellular contraction is approximately the same. This 
coincides with the manifestations often seen in shock, 
resulting in decreases in plasma volume, venous return, 
cardiac output, blood pressure, and circulation rates. 
As a result there is an intracellular dehydration and 
an extracellular overhydration, producing cellular in- 
jury and protein loss. In this condition the importance 
of maintaining a constancy of the fluid matrix as an 
environmental medium for normal cellular metabolism 
is evident. When such a condition evolves, particularly 
with a decrease in the functional capacity of renal cells, 
it may be responsible for the rising blood urea nitrogen 
content. Further, with changes in the functional 
capacity of the myocardium, a decrease in renal hemo- 
dynamics will also contribute to the above change. 

In the management of the salt depletion syndrome 
the most obvious factor is the utilization of sodium 
chloride for replacement of the depleted sodium ion as 
well as the depleted chloride ion. For a more ade- 
quate distribution of sodium a hypertonic solution 
should be utilized. This assures sodium replacement 
without excessive introduction of water and therefore 
allows a more adequate distribution of both intra- 
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cellular and extracellular electrolytic factors without 
the addition of water to dilute and retain these factors 
in the extracellular space. At the same time mercurial 
diuretics should be reduced or completely withdrawn. 

Elkinton, Squires, and Bluemle’ conclude from bal- 
anced studies on edematous cardiac patients, most of 
whom were hyponatremic and refractory to mercurial 
diuretics, that in the presence of systemic sodium 
depletion treatment with hypertonic sodium solution 
may at times be successful. On the other hand, the 
number of failures suggests that this syndrome may 
be more commonly associated with factors leading to 
retention of water rather than to loss of salt. One of 
the most important factors may be an alteration in 
the intracellular osmolarity. For this reason some 
patients have responded to the combined administra- 
tion of sodium and potassium, without any appreciable 
rise in the potassium levels of the blood stream, indi- 
cating a shift of the potassium ion into the intracellular 
compartment. 

Squires, Crossley and Elkinton® further concluded 
that the intracellular phase shares in the body fluid 
abnormalities of congestive heart failure and that these 
intracellular abnormalities consist of potassium deple- 
tion, increased osmolarity of solutes present and over- 
hydration. In attempt to explain theoretically some of 
these changes, Elkinton and Squires® have suggested 
that, in addition to changes in glomerular function and 
myocardial function, changes in cellular hydration may 
cause changes in the osmoreceptors of the posterior 
pituitary. These in turn would affect the antidiuretic 
hormone and also possibly the sensation of thirst. After 
prolonged administration of a mercurial, alterations in 
such mechanisms along with alterations in adrenal- 
cortical function may set a new level of total electro- 
lytes in the body. 

CONCLUSION 


1. Much is yet to be learned regarding the 
humoral, enzymatic, and nervous factors regulating 
electrolyte and water balance of the fluid compartments 
of the body. 

2. The so-called salt depletion syndrome may rep- 
resent either a depletion of electrolytes or retention 
of water. 

3. The adrenak cortex and the posterior pituitary, 
when altered in their functional capacity by the changes 
in osmolarity produced in this sequence of events, may 
set the total electrolytic balance at new levels and may 
be partially responsible for the changes observed. 

4. Mercurial diuretics must be used cautiously, 
especially in the aged and those with evidence of renal 
impairment, to avoid onset of a salt depletion syn- 
drome. 

5. Management of the salt depletion syndrome 
at present, usually administration of sodium, is not 
completely successful in the majority of cases. 
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Pulmonary Emphysema* 


MORTON TERRY, D.O. 
Miami, Fla. 


DEFINITION 
“Emphysema is a condition of the lungs where the 
air sacs and alveoli are abnormally distended either with 
or without permanent changes in their walls.”? The 
state may be acute or chronic, localized or diffuse, pri- 
mary or secondary to other pathologic conditions of the 
lungs, heart, or chest. 


CLASSIFICATION 


A number of classifications have been offered but 
the most comprehensive would appear to be this one 
presented by Rubin :* 

1. Obstructive emphysema 
A. Chronic hypertrophic emphysema 
B. Bullous emphysema 
Nonobstructive emphysema 
Interstitial emphysema 
Compensatory emphysema 
Combined forms of emphysema. 
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OBSTRUCTIVE EMPHYSEMA 


Chronic Hypertrophic Emphysema.—This is not 
only the most common type of emphysema but that 
which produces the greatest interference with respira- 
tory function. Any condition producing distention of 
the lungs, particularly in the expiratory phase of respi- 
ration, can produce emphysema. Barr* states that 
“Experimentally, great distention of the lungs can be 
produced without damage if the pressure is quickly 
released, the elasticity of the normal lung causing it to 
return to its usual position.” Even moderate distention, 
however, if maintained, causes permanent changes 
with loss of elasticity and circulatory changes. “In 
addition, anything which increases intrapulmonary 
pressure, such as coughing or straining, will advance 
the process.”* Thus it may be readily seen that chronic 
bronchitis and long standing bronchial asthma will be 
the chief offenders. The impression that the respiratory 
effort of glass blowing and the playing of wind instru- 
ments causes emphysema has been eliminated as false. 
Many feel that congenital predisposition in the form 
of a decrease in the pulmonary elastic tissue is of 
great importance. 

In normal health the intrapleural pressure is 
always negative but in emphysema it more often 
approaches that of the atmosphere. Loss of alveolar 
elasticity results in an inability to retract on expiration 
and thus there is an increased amount of air which 
keeps the lung margins against the chest wall and 
diaphragm. Normally the functional residual air is 
between 35 and 40 per cent of the total capacity but 
in emphysema it may reach 70 to 80 per cent. 

Expiration is normally a passive, effortless process 
but with the distended, inelastic lungs pressing against 
the diaphragm and chest wall the accessory muscles 
of respiration must be brought into play to expel 
the air. 

The saturation of oxygen in the blood of an 
emphysematous individual may be as low as 60 per 
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cent, which is the syncopal level for the normal indi- 
vidual, but the patient may be comfortable because 
of various compensatory mechanisms. 


With increased pleural pressure, negative pressure 
of the thorax, which aids the emptying of the venae 
cavae into the right auricle, is diminished and thus an 
increase in pressure of the lesser circulation occurs 
which eventually results in right ventricular hyper- 
trophy and cor pulmonale. The large alveolus with its 
diminished capillary supply is of course very ineffi- 
cient as far as gaseous exchange is concerned. Much 
of the inspired air is too distant from the remaining 
capillaries to add oxygen and pick up carbon dioxide. 
The resultant carbon dioxide increase and diminished 
oxygen saturation of the blood are compensated in the 
following manner: (1) by polycythemia, (2) by stimu- 
lation of the respiratory center (dyspnea), (3) by 
increased bicarbonate reserve. Owing to the chronicity 
of the condition the patient himself is frequently not 
aware of the dyspnea until it becomes advanced. 


The thorax becomes greatly enlarged because of 
kyphosis of the upper dorsal vertebrae and elevation of 
the sternum. The ribs become more horizontal and the 
costovertebral and costosternal articulations tend to 
ankylose. This immobilization of the thorax still 
further interferes with pulmonary ventilation. 


Pathology: The large, feathery, pallid lungs are 
usually covered with blebs and frequently cover the 
heart when the chest wall is opened. In hypertrophic 
emphysema they generally do not collapse when ex- 
posed. Diminished pulmonary capillaries, dilatation of 
the air sacs and smaller bronchi, and arteriosclerosis 


of bronchial aterioles are generally noted. Micro- 
scopically the air vesicles are torn, distended, and lack 
muscular fibers and capillary supply. As was pre- 
viously noted, right ventricular hypertrophy is ex- 
pected, 

Signs and Symptoms: Dyspnea of insidious onset 
is the outstanding feature of this disease. Rather pro- 
found changes in respiration may occur with com- 
paratively little distress. Because of the compensatory 
polycythemia less dyspnea is present at rest than would 
be expected. The dyspnea is most marked on exertion 
and is increased in rate rather than in volume. 

Cyanosis can be marked and progresses with the 
dyspnea. “In no condition, except congenital heart 
disease, is there such marked cyanosis in ambulatory 
patients.”* This depends upon the degree of unsatu- 
rated hemoglobin. Superimposed right heart failure 
may add orthopnea, dependent edema, and hepatic en- 
largement. 

The appearance of the chest is characteristic, the 
marked increase in the anteroposterior diameter creat- 
ing the “barrel shape.” An upper dorsal kyphosis is 
present, the shoulders appear elevated and the neck 
shortened, the intercostal spaces widened, the sternum 
and intercostal cartilages prominent, the costal angles 
obtuse and, in extreme cases, almost straight. The 
chest is elevated as one piece and no measurable 
expansion is present. 
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Increased resonance on percussion, occasionally 
almost tympany, may be noted and tactile fremitus and 
vocal resonance are diminished. Heart and breath 
sounds are feeble and rales of associated bronchial 
disease are generally present. Expiration may be so 
prolonged as to be four times that of inspiration and 
all areas of dullness (cardiac, splenic, and hepatic) 
may be obscured. The fluoroscope reveals little or no 
discernible diaphragmatic motion during respiration. 


Diagnosis: Clendening* states, “I do not remem- 
ber ever having made the diagnosis of emphysema 
as a single entity in my life: it is always associated 
with heart failure or something else.” Clendening also 
tells how Cabot, the great diagnostician, related that he 
was quite disillusioned by statistics comparing clinically 
diagnosed emphysema with pathologists’ findings. In 
12 cases diagnosed during life only 3 were substan- 
tiated, and of 153 cases proved to have emphysema on 
postmortem examination only 7 were recognized dur- 


ing life. 


Most cases of moderate emphysema are over- 
looked. The condition should be considered when the 
patient presents a history of chronic pulmonary disease 
and the development of progressive external dyspnea. 
As it progresses, cyanosis of the skin and mucous 
membranes and the other signs and symptoms pre- 
viously mentioned appear. 


Hyperillumination of the lungs and accentuation 
of the hilar markings as demonstrated by x-ray are 
helpful. Blebs and bullae often cause annular trans- 
parencies and the bronchogram with Lipiodol is some- 
times diagnostic. Restriction of diaphragmatic motion 
and even a paradoxic movement (greater descent after 
normal inspiration than after maximal inspiration) is 
sometimes noted in advanced cases. 

Diminution of the vital capacity is employed 
both diagnostically and prognostically. Any who have 
perused older textbooks of medicine will recall the 
method of testing which has the emphysematous in- 
dividual unable to blow out a lighted candle. Circula- 
tion time and venous pressure determinations aid in 
distinguishing the presence or degree of associated 
congestive heart failure. 

All authorities on the subject of emphysema are 
agreed that diagnosis of this condition is difficult and 
that many pitfalls are present which result in erroneous 
opinions. In the past 2 years I have seen three full- 
blown cases and two moderately advanced cases which 
had previously been labeled as having had various 
other pulmonary and cardiac diseases. In spite of my 
awareness of this condition, I have undoubtedly missed 
a number of early cases. 

Bullous Emphysema.—Both bullae and blebs fre- 
quently appear in the previously discussed hypertrophic 
emphysema, but when the bullae constitute the major 
feature of the disease, the condition is known as 
bullous emphysema. A bulla comes from an area of 
localized vesicular emphysema within the substance 
of the lung but does not violate the pleura. A bleb is 
an interstitial emphysema within the pleura which pro- 
duces a bladder-like prominence on the lung surface. 

Sullous emphysema is often classified with pul- 
monary cysts. It appears more frequently in men 


than women, usually in those who are older. It may 
occur following the bronchial obstruction of broncho- 
pneumonia, influenza, and other acute infections; it 
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may be due to acute bronchiolitis from the inhalation 
of noxious gases; or it may appear in conjunction 
with fibroid tuberculosis, pneumonoconiosis, asthma, 
bronchiogenic carcinoma, and chronic pneumonitis. 


Other terms which have been employed are: alveo- 
lar ectasia, acute vesicular emphysema, alveolar emphy- 
sema, pneumocyst, balloon cyst, and pneumatocele 
(expansile bullae). Bronchial or bronchiolar obstruc- 
tions frequently create valvelike mechanisms which 
allow air to distend a group of vesicles but not be 
eliminated, and the bulla is thys formed. Rupture, 
particularly of the latter, as well as localized bullous 
emphysema, may cause recurrent pneumothorax. Sev- 
eral writers**® refer to the unusual picture of the 
“vanishing lung,” which is a progressive bullous em- 
physema. 


Diagnosis is primarily radiographic when coupled 
with the history, dyspnea, cyanosis, signs and symp- 
toms of spontaneous pneumothorax, and most espe- 
cially the consideration of this disease as a possibility. 

Recently a description of a relatively new syn- 
drome, which should be mentioned in connection with 
the subject of emphysema, appeared in the literature.® 


“Progressive bronchospastic disease resulting in 
emphysema of the obstructive type” is the descriptive 
name suggested by the author. Although various 
theories regarding etiology have been advanced, many 
similar to those of bronchial asthma, none has been 
established. 


Although the mechanism is constriction of the 
smaller bronchi and bronchioles, the clinical picture 
differs from that of bronchial asthma. At the onset, 
symptoms are present only for 30 to 60 minutes after 
arising and consist of dyspnea and severe, paroxysmal 
cough productive only of small amounts of tenacious 
mucus. Hot beverages, vomiting, and other means of 
raising the small amount of sputum provide relief. 
With progression of the disease, increased impairment 
of ventilation becomes evident in the form of exer- 
tional dyspnea which is relieved by lying down. 
Physical signs and x-ray findings are those of early 
obstructive emphysema from any cause. Cyanosis, 
first on exertion and then at rest, follows later. Death 
may result from congestive heart failure or, in people 
from 40 to 50 years, from pulmonary insufficiency 
(asphyxia ). 


Treatment is the same as for emphysema from 
any cause and depends upon the stage of the disease ; 
bronchodilators and expectorants, of course, play an 
important role. 

NONOBSTRUCTIVE EMPHYSEMA 

Senile emphysema is the most common type in 
this group in which the shape of the chest is the 
cause rather than the result of the pathologic features. 
Because of kyphosis, stiffness of the spine, and subse- 
quent changes in the sternum and ribs, which all 
develop in the aged, the anteroposterior diameter of 
the chest increases. The lungs, following the course 
of the thoracic cage, thus are distended. The alveolar 
septa then atrophy. Bullae and blebs are not generally 
present and diaphragmatic motion is usually unham- 
pered. Conversely to that in the obstructive type, 
abdominal aid to breathing is increased in this type of 
emphysema and, although vital capacity is diminished, 
it is not disabling. 
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INTERSTITIAL EMPHYSEMA 

According to Rubin,’ this condition is “charac- 
terized by the escape of air from ruptured alveoli into 
the connective tissue stroma of the lungs. The excess 
air finds its way along perivascular sheaths to the 
mediastinum, retroperitoneum and subcutaneous tis- 
sues, often escaping into the pleural and peritoneal 
cavities.” Spontaneous pneumothorax or pneuroperi- 
toneum may thus result. 

Clinically the picture depends upon the size of 
the leakage area and rate of air escape. Coronary 
thrombosis, pericarditis, pulmonary infarction, and 
pneumonia might be simulated. In severe cases there 
is marked cyanosis, dyspnea, and retrosternal pain 
which radiates to the neck and shoulders, causing the 
patient to prefer lying flat with the chest inflexible 
since motion is extremely painful. Widespread sub- 
cutaneous emphysema is generally present and obscures 
the hyper-resonant percussion note and obliteration of 
cardiac dullness which would otherwise be present. 

COMPENSATORY EMPHYSEMA 

Loss of functioning lung volume by surgery, col- 
lapse, or congenital defects places an added load on 
the remaining lung tissue which then, as with other 
organs and tissues, attempts compensation, in this 
instance by the enlargement of the remaining alveoli. 
In addition the relative dead space created by removal 
of all or part of a lung tends to create a nonobstructive 
type of emphysema as previously discussed. Unfor- 
tunately, it often happens that thoracic surgery eventu- 
ally is detrimental to the patient because of markedly 
diminished pulmonary function. 


COMBINED FORMS OF EMPHYSEMA 


Any two of the previously discussed types of 
emphysema may and frequently do occur in combina- 
tion. One component is generally predominant. 


TREATMENT 

General.—General use of antibiotics is indicated, 
particularly the newer penicillin preparations which 
concentrate in pulmonary tissue, to control early bron- 
chial infections. Aerosol antibiotics are helpful too, 
particularly when combined with bronchodilators. Fre- 
quent osteopathic manipulative therapy, high vitamin 
A and C, avoidance of exposure to inclement weather, 
and other supportive measures are indicated. I recently 
found in one case that a window-type air-conditioning 
unit with its dust filter and humidity-reducing quality 
helped a great deal. ¥ 
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Cough.—The usual sedatives and expectorants are 
employed. If the cough is primarily nonproductive, 
Hycodan bitartrate gives symptomatic relief. Postural 
drainage is recommended where bronchiectasis or 
copious sputum is present. 


Bronchospasm.—When bronchospasm is present 
the usual bronchodilators employed in the treatment 
of bronchial asthma are indicated. Nebulized Adrena- 
lin, Isuprel, Norisodrine, ephedrine and/or xanthines 
orally, aminophylline, rectally and on occasion intra- 
venously, are all used in routine fashion. Cardalin 
orally holds some promise. 


Abdominal Belts——In the small number of cases 
I have treated all have been materially benefited by a 
properly fitted emphysema belt to increase intra-ab- 
dominal pressure and help in the expiratory phase of 
respiration. Pneumoperitoneum has been recommended 
for the purpose, but I have had no experience with 
this procedure for this condition. 


Oxygen.—Because of the oxygen debt which de- 
velops, oxygen inhalations several times daily, particu- 
larly at bedtime, often give symptomatic relief for 
hours at a time. 


Interstitial Emphysema.—Control of pain with 
opiates if necessary and supportive measures are 
generally sufficient. If pain is severe, surgical consulta- 
tion with needling of the mediastinum should be em- 
ployed. Tension pneumothorax is treated as from 
any cause. 


Congestive Heart Failure (Cor Pulmonale ).—Mer- 
curial diuretics, digitalis preparations, and other usual 
means of treating heart failure will be necessary 
eventually in most cases. 


Psychotherapy.— Most of these patients are 
chronically ill and constantly fear impending death. 
A proper physician-patient relationship, sympathetic 
understanding, and reassurance can relieve many symp- 
toms. 


SUMMARY AND CONCLUSION 


The various types of pulmonary emphysema have 
been discussed and their mechanisms presented. Treat- 
ment has been outlined. It is felt that awareness of 
these conditions as clinical entities will result in more 
frequent early diagnosis. 
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A diagnosis of macrocytic anemia is indicated 
when large red blood cells are found in peripheral 
blood smears. Bone marrow studies will substantiate 
the peripheral smears by demonstrating the presence 
of megaloblasts. The mac rocytosis may be accompanied 
by an increase in the amount of hemoglobin, providing 
there is no associated iron deficiency. Once the diag- 
nosis of megaloblastic anemia has been confirmed it is 
necessary to determine the etiologic factor or factors 
involved. 


The erythrocyte goes through various stages in its 
dev elopment in the bone marrow and the megaloblast 
is one of the early stages in the maturation process. 
When megaloblasts occur in the bone marrow in ab- 
normal numbers either macrocytic or megaloblastic 
anemia may be present. There are several theories as 
to whether the megaloblast found in macrocytic anemia 
is a normal or abnormal stage in the maturation of the 
erythrocyte.! Correct diagnosis requires an under- 
standing of the reasons why erythrocytic maturation is 
altered at the megaloblastic stage of development. 


An erythrocyte maturation factor or antianemic 
principle found in the liver is necessary for the de- 
velopment of the erythrocyte past the megaloblastic 
stage. Castle’s* original theory stated that the erythro- 
cyte maturation factor was a result of the interaction 
of an extrinsic factor found in food and an intrinsic 
factor secreted by the stomach and the antianemic 
principle thus formed was absorbed from the gastro- 
intestinal tract and stored in the liver. At present this 
theory is being discarded because vitamin Bj. is now 
thought to be the same as the extrinsic factor and the 
antianemic principle. However, some other substances 
such as folic acid, Will’s factor, and animal protein 
factor apparently are necessary for the utilization of 
vitamin B,.. These substances are all found in various 
foods and must be ingested by the individual in certain 
proportions or macrocytic anemia will develop. The 
intrinsic factor found in the stomach is an enzyme 
necessary for assimilation of the antianemic principle 
and its storage in the liver. Thus it can be seen that 
any alteration in these processes will result in the 
production of a macrocytic type of anemia. 


The megaloblastic anemia of infancy, macrocytic 
anemia of pregnancy, tropical macrocytic anemia, re- 
fractory megaloblastic anemia, and nutritional macro- 
cytic anemia all may be attributed to the lack of proper 
dietary intake. Pernicious anemia and the macrocytic 
anemia following gastrectomy are due to lack of the 
intrinsic factor. The macrocytic anemia found in 
sprue, idiopathic steatorrhea, small bowel resections, 
fish tapeworm anemia, chronic pancreatic disease, re- 
gional ileitis, chronic dysentery, and celiac disease is 
caused by poor absorption of the erythrocyte matura- 
tion factor from the gastrointestinal tract. Liver disease 
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may produce a macrocytic type of anemia as a result 
of faulty storage of the antianemic principle. Achrestic 
anemia is macrocytic in type, and is thought to be due 
to faulty utilization of the erythrocyte maturing factor.* 
Hypothyroidism may produce the same type of anemia, 
but the mechanism of production is not understood. 

Obviously, with all these various possibilities, 
differential diagnosis of macrocytic anemia may be 
somewhat confusing. As a result, a complete and 
thorough history and physical examination of the 
patient are absolute necessities. It may be necessary 
to perform many and varied laboratory tests and x-ray 
examinations before the final diagnosis is made. Until 
the etiologic factor is isolated, therapy may be of little 
value. 

The megaloblastic anemia of infancy occurs before 
the age of 1 year. The child usually appears acutely 
ill because of the presence of a secondary infection. 
Nutrition is poor, and often there is cardiac enlarge- 
ment, accompanied by a functional murmur. The skin 
and mucous membranes may show the presence of 
petechiae. The blood smear and bone marrow will 
reveal normochromic macrocytosis and poikilocytosis ; 
however, the mean corpuscular volume occasionally 
may be normal.’ Careful evaluation of the dietary 
intake will in most cases substantiate the presence of 
a nutritional deficiency. 


The adult patient with a nutritional macrocytic 
anemia has a history of animal protein deficiency of 
several years’ duration. Symptoms include glossitis, 
peripheral neuritis, diarrhea, fatigue, dermatitis, pallor, 
shortness of breath, and epigastric distress. There may 
be some soreness of the feet and cramping of the calf 
muscles. This type of anemia is found commonly in 
the male between the ages of 40 and 80. Examination 
of blood smears and bone marrow will reveal abnor- 
malities similar to those found in pernicious anemia. 
However, nutritional macrocytic anemia may be dif- 
ferentiated from pernicious anemia by the fact that 
with the former, hydrochloric acid is present in the 
gastric contents, and the icteric index and serum iron 
concentrations are within normal limits.® 

Tropical macrocytic anemia has been classified as 
a nutritional megaloblastic anemia and is found pri- 
marily among the natives of tropical countries. This 
disease process appears to occur commonly in young 
or, middle-aged women and is very frequently asso- 
ciated with pregnancy. Complaints are usually of 
glossitis, weakness, diarrhea, shortness of breath, and 
edema. Fever, splenomegaly, purpura, and uterine 
hemorrhage may occur. Blood smears and bone mar- 
row studies are identical with those of pernicious 
anemia. Achlorhydria is not a common finding. There 
may or may not be evidence of increased blood destruc- 
tion such as increased icterus index and urobilinuria.”* 


The term “refractory megaloblastic anemia” has 
been applied to macrocytic anemias that do not respond 
satisfactorily to intensive liver therapy. Symptoms are 
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weakness and shortness of breath upon exertion. 
Chronic glossitis may be present. Physical examination 
usually reveals no significant findings. The peripheral 
blood and bone marrow smears are typical of any 
macrocytic anemia and there may or may not be an 
achlorhydria. The diagnosis is usually made only when 
the anemia fails to respond to the routine liver therapy 
but does improve with folic acid therapy.*"” 


Macrocytic anemia which develops during preg- 
nancy is thought to be of nutritional origin."? It occurs 
more frequently in multiparae under 35 years of age. 
Onset the anemia may be insidious or sudden and usu- 
ally occurs in the third trimester. Usual symptoms of 
anemia may be present and also rather severe gastroin- 
testinal symptoms such as nausea, vomiting, and diar- 
rhea. Frequently these symptoms may be attributed to 
toxemia of pregnancy. The liver and spleen may be 
somewhat enlarged. Purpura or mucous membrane 
hemorrhages may be present. The blood picture may 
be variable, and typical of an iron deficiency anemia. 
The presence of megaloblasts in the peripheral blood 
smears will suggest the diagnosis of macrocytic anemia. 
However, this type of cell is not always found, and the 
only reliable method of diagnosis is the bone marrow 
study. If an increased number of megaloblasts is seen 
on the bone marrow slide, the diagnosis is macrocytic 
anemia of pregnancy. Because of extreme variability 
of the peripheral blood picture, a bone marrow study 
should always be done in a severe anemia of pregnancy. 


Diagnosis of pernicious anemia may be made 
with ease or with difficulty. The cardinal symptoms 
of paresthesias, sore tongue, and weakuess in the pres- 
ence of achlorhydria and a macrocytic anemia make 
diagnosis relatively simp's:. However, in many cases 
symptomatology is extremely varied and confusing and 
may simulate many organic diseases. Thus, it is neces- 
sary to obtain a careful detailed history and physical 
examination. Beside the classic symptoms previously 
mentioned, there may be weight loss, lack of appetite, 
nausea, vomiting, diarrhea, abdominal cramps, tachy- 
cardia, palpitations, and dyspnea. The patient’s general 
appearance may be deceiving in that few external 
changes are present. On the other hand, these indi- 
viduals often present pallor, glossitis, and icteric sclera. 
Examination of the heart may reveal mitral and aortic 
systolic murmurs and the electrocardiograms show a 
depression of the ST segments with flattened or 
inverted T waves. These cardiac findings may be so 
impressive as to suggest the possibility of cardiac 
disease. Neurologic complaints such as paresthesia 
and difficulty in placing the feet will be found in as 
many as 95 per cent of the cases. Mental signs such 
as irritability, depression, and memory lapses may 
occur in as many as two thirds of the cases."* Neuro- 
logic examination reveals a loss of vibratory sense and 
sense of coordination. 


Laboratory examinations show changes consistent 
with pernicious anemia. Blood smears in pernicious 
anemia contain a hyperchromic macrocytic type of red 
blood cell with anisocytosis and poikilocytosis. Other 
blood elements such as leukocytes and platelets are 
reduced in number with a relative lymphocytosis. The 
icterus index is increased and the urine contains 
an increased amount of urobilin and urobilinogen. 
The bone marrow contains large numbers of megalo- 
blasts. There is no secretion of free hydrochloric acid 
by the stomach even after histamine stimulation. This 
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change in acid secretion is so consistent that a diagnosis 
of pernicious anemia should. rarely be made without 
this finding." 


Surgical procedures involving the stomach and 
bowel, such as total or partial gastrectomy and gastro- 
enterostomy, may interfere with the mechanism of 
red blood cell formation. Not every surgical case will 
develop a macrocytic type of anemia’*:* but megalo- 
blastic anemia does occur frequently and must be 
kept in mind as a possibility. The symptomatology is 
the same as that of the other macrocytic anemias, with 
the peripheral blood smears, and bone marrow studies 
showing changes consistent with a macrocytic type of 
anemia. Differential diagnosis is based primarily upon 
the history of previous surgery. 


Sprue, nontropical sprue, and celiac disease all 
are characterized by steatorrhea. Sprue and nontropical 
sprue are found in adults while celiac disease is found 
in children. Classically, the stools are large, volumi- 
nous, frequent, greasy, and frothy. However, these 
findings are not consistent,’® and as a result, very often 
the diagnosis is overlooked. The patient with these 
disease entities complains of fatigue, weight 
weakness, abdominal distention, and cramps, diarrhea 
or constipation, and glossitis. There may be a history 
of tetanic contractions and symptoms of vitamin A, 
D, and B deficiencies. Anemia is usually present and 
may be either the macrocytic or microcytic type. Stool 
examination reveals large amounts of fatty acids and 
soaps. Serum calcium content is low and the oral 
glucose tolerance test curve is flattened. Diagnosis 
is made upon the basis of stool examination, serum 
calcium, and oral glucose tolerance curve. 


loss, 


Chronic pancreatitis may result in macrocytic 
anemia and may be confused with idiopathic steator- 
rhea. Differential diagnosis is based upon laboratory 
studies of stools, glucose tolerance curve, and pan- 
creatic secretions. The stools contain a large per- 
centage of free fats. The glucose tolerance test curve 
is usually high in chronic pancreatitis, and there is a 
significant decrease in the output of the pancreatic 
secretions."® 


A diagnosis of regional ileitis is suggested by 
complaints of chronic colicky pain in the lower abdo- 
men, fever, diarrhea, and emaciation. A mass may 
be palpated in the lower right quadrant. The diagnosis 
is usually made following x-ray examination with the 
appearance of a “string” sign.'*:'* 


Chronic diarrhea may be an etiologic factor in 
the production of macrocytic anemia. Some of the 
disease entities producing chronic diarrhea have al- 
ready been discussed, but there are many more. The 
differential diagnosis of chronic diarrhea necessitates 
a thorough and complete case evaluation."® 


The anemia produced by the fish tapeworm, 
Diphyllobothrium latum, is identical to pernicious 
anemia.*” This disease is found primarly in foreign 
countries, but has occurred around the lake region 
of the north central states. The symptoms are those 
of any tapeworm: vague abdominal pressure, colicky 
pains in abdomen, and irregular appetite. There may 
be nausea and vomiting with alternate periods of con- 
stipation and diarrhea. The icterus index of the blood 
is increased. Diagnosis is made upon finding segments 
of worms in the stool. 
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Chronic liver disease must always be kept in mind 
when investigating macrocytic anemias because of 
faulty storage of erythrocyte maturation factor. The 
anemia is usually not severe and there is no poikilo 
cytosis. The mean corpuscular hemoglobin concentra- 
tion is normal and the bone marrow may or may not 
be megaloblastic.2? Space does not permit lengthy 
discussion of differential diagnosis of liver disease. 
When it is suspected, various liver function tests 
should be made to help determine the presence and 
type of liver disease. 

The achrestic type of macrocytic anemia produces 
only symptoms referable to the anemia itself.* There 
are no glossitis or central nervous system symptoms 
and the icterus index is not increased. Bone marrow 


and peripheral smears are of a megaloblastic and 
macrocytic character. Free hydrochloric acid is present 
in the gastric content and the chief point of differen- 
tiation apparently is the poor response to liver therapy 
and usually to folic acid. The clinical course of this 
type of anemia is chronic, progressive, and frequently 
Its pathogenesis is unknown but may be at- 


fatal. 
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tributable to lack of the Will’s factor or faulty utiliza- 
tion of the antianemic principle. 

Macrocytic anemia may be found in hypothy- 
roidism.** The systemic symptoms of pernicious 
anemia may be present as well as an achlorhydria, but 
the anemia usually is not as severe as pernicious 
anemia. There is usually little anisocytosis and no 
poikilocytosis, serum bilirubin is normal, and blood 
cholesterol is elevated. The metabolic rate is reduced 
amd usually is the final determining factor in the 
diagnosis.* 

In summary it must be emphasized that if a 
macrocytic type of anemia is found during examina- 
tion of blood smears, bone marrow examination is an 
absolute necessity. Once megaloblastic anemia has been 
demonstrated numerous clinical entities must be differ- 
entiated as possible etiologic factors. Thorough clinical 
analysis is necessary to arrive at any definite differen- 
tial diagnosis. However, it must be remembered that 
in some cases a therapeutic trial is necessary for final 
confirmation of diagnosis. 
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PEDIATRICS—THEN AND NOW 


In the present-day practice of medicine among children . . . 
it is estimated that the pediatrician spends over 50 per cent of 
his working time in various forms of preventive medicine, 
public health procedures, and education. The general practi- 
tioner is gradually becoming aware of his opportunities in these 
fields, and it is to be hoped that his interest will continue to 
increase, as it has been shown that at least 60 per cent of the 
children in this country receive all their medical care from 
the general practitioner. Although one third of his practice is 
devoted to the care of children, only 30 per cent of this service 
is devoted to the field of health supervision and preventive 
medicine. 


As doctors increase their proficiency and knowledge along 


these lines, they will find a very satisfactory replacement for 
the many sick calls that their predecessors had to make in the 
earlier part of the century. They will also experience a deep 
sense of satisfaction as they recognize their ability to mold a 
child’s physical and emotional progress so that it tends to 
become a healthier individual in succeeding generations. By 
their knowledge of the proper use of the new wonder drugs, 
doctors shorten the length of most illnesses, while they are 
taking an active part in the production of the ever-decreasing 
mortality figures. It is to be hoped that as their knowledge 
grows, some of the more unfortunate of the conditions men- 
tioned above will gradually be conquered, or at least markedly 
decreased, by the physicians’ expanding knowledge.—-Editorial, 
New York State Journal of Medicine, January 1, 1953. 
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ASPECTS OF GENERAL PRACTICE 

The osteopathic profession has come to a point 
where its highest obligation is to understand the health 
needs of the nation and to fit itself to serve them. 
It is for these reasons that the successful launching 
of a College of General Practitioners within osteo- 
pathic medicine was hailed last March as a significant 
event in osteopathic history.’ It is for these reasons 
that a review of the various aspects and responsibilities 
of general practice has been given detailed consid- 
eration in these columns.** 

Last month THe JouRNAL presented a concise 
and explicit definition of a general practitioner, who 
would be capable of assuming diagnostic and thera- 
peutic responsibilities (after hospital training) within 
certain limitations.* 

This definition of a general physician is entirely 
applicable to the osteopathic general physician, pro- 
viding such a practitioner holds osteopathy to be the 
practice of medicine and surgery within the guidance 
of the osteopathic concept. These broad and general 
principles which characterize the osteopathic approach 
constitute a guide for thought and action in all ques- 
tions that relate to health and disease. Unless a physi- 
cian applies to a thorough knowledge of medicine and 
surgery a critical and analytical evaluation based upon 
the osteopathic concept, he is not an osteopathic phy- 
sician regardless of his degree. 


The diagnostic responsibilities of the general prac- 


titioner find their basis in internal medicine, of which 
surgical diagnosis is an integral part. In this broad 
field almost half of the problems faced by the physician 


1. Editorial: College 
52:379-380, March 1953. 
2. Editorial: Aspects of 
52 :436-437, April 1953. 

3. Editorial: Aspects 
52:481-482, May 1953. 
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are generally classified as “functional” in nature. 
Doctors of medicine may dismiss such cases lightly, 
employ the placebo in some of its more modern forms, 
or place the condition in the newest diagnostic catch- 
all, the psychosomatic. Old-school medicine demands 
that named, refusing to recognize the 
(lisease process except it be demonstrable as an end- 
result. Doctors of osteopathy consider many conditions 
popularly classified “functional” 
festations of the disease 
advanced to be 
capable of 
employed. 


a disease be 


as possible mani- 
sufficiently 
and even 
therapy is 


process, not 
termed definite 
reversibility if the 


disease, 
I rc DI eT 


Great credit, however, should be given old-school 
medicine for the emphasis it places upon thorough 
diagnostic routines. In the study of general practice 
in Volume 2 of the Report of the President's Com- 
mission* as well as in the report of Collings and 
Clark,° these routines are broken down into a primary 
and a secondary screening of patients. 

The primary screening takes place in the doctor's 
office and consists of an initial history, a physical 
examination (to include blood pressure, rectal and/or 
pelvic examination), and laboratory findings (limited 
to a urinalysis, white blood count, and hematocrit). 
The osteopathic physician will ascertain the more ob- 
vious structural maladjustments as they relate to the 
patient’s complaints. 

The secondary screening can be continued in 
the office, but its completion may well necessitate hos- 
pitalization in the local institution. 
would consist of a more detailed history, physical 
examination, and laboratory studies. In more devel- 
oped circumstances, the studies made may necessarily 
involve more difficult and less commonly used technics, 
in which the radiologist and pathologist will play an 
almost indispensable role. Consultation with special- 
ists, especially in the fields of gynecology, dermatology, 
otorhinolaryngology, neurology, urology, orthopedics, 
and psychiatry, becomes an occasional necessity. The 
general practitioner bears a high level of diagnostic 
responsibility from which he cannot escape. 


This procedure 


The experienced general practitioner will be able 

solve the majority of his diagnostic problems by 
means of a carefully conducted primary screening. 
When the young physician arrives at a point where 
“he thinks like a doctor,” he will acquire a_nicety 
of judgment which will determine for him almost 
unconsciously to what degree of detail he must press 
his diagnostic routines. It can be confidently said 
that 80 to 90 per cent of the serious emergencies 
and potentially serious diseases seen in general prac 
tice can be diagnosed with reasonable accuracy by the 
qualified general practitioner. 

Students of the role of general practitioner agree 
that he needs help much more from specialists in 
therapeutics than in diagnosis. They suggest, how- 
ever, that the well-trained and experienced general 

4. Building America’s health: America’s health 
resources. Vol. 2. A report to the President by the 
Commission on the Health Needs of the Nation. U. S., 
——, Office, Washington, D. C., 1952. 
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physician should be able to assume responsibility for 
the treatment of the great majority of conditions he 
diagnoses. 

In the report! previously referred to, all respon- 
sibility for major surgery has been removed from 
the qualified general practitioner’s scope of work, 
because there is general agreement that the demands 
of general practice prevent such a doctor from giving 
the time and attention necessary to a continuing mas- 
tery of major surgery and its advances. Conversely, 
a satisfactory general practice cannot be conducted if 
it is encroached upon by the demands of surgery. 
The general physician is limited, therefore, to minor 
surgery, which is defined “as nothing more than such 
procedures as the opening of superficial abscesses, the 
closing of minor wounds with simple sutures, and the 
biopsy of cervix and skin; all other procedures are 
regarded as major.’ 

This strict demarcation between minor and major 
surgery and the consequent limitation of the general 
practioner apparently do not take into account dire 
emergencies which demand immediate surgery regard- 
less of the lack of a desired level of training of the 
physician. To meet this need, rural and semirural 
areas require general practitioner-surgeons capable of 
handling those catastrophic conditions that require 
immediate interference without sterile instruments if 
such are not obtainable, or that are emergencies but 
of such nature as to allow time for sterile instruments. 
It has been estimated that 40 to 70 per cent of all the 
surgery in the country is in the hands of the general 
practitioner-surgeon. 

Pediatrics and obstetrics are two other specialties 
which bear a particular relationship to general prac- 
tice. In modern times, the general practitioner has 
only begun to sense his newest responsibility in the 
care of children, the handling of behavior problems. 
In less populated areas, he must be prepared to assume 
every phase of pediatric care. 

The general practitioner cares for the majority 
of the obstetric cases in the nation. He must familiar- 
ize himself with the unforeseeable emergency which 
lurks in almost every delivery and be ready to meet 
it. The general practitioner who assumes the respon- 
sibility of obstetric work should be able to meet such 
minimal requirements as the control of third-stage 
bleeding (short of hysterectomy), transfusion of ex- 
sanguinated mothers, making simple incisions, and 
applying low forceps. He should have available for 
consultation a qualified obstetrician, if only by tele- 
phone. 

General practice as outlined by these four edi- 
torials is a challenge sufficient to command the lifetime 
effort of any young osteopathic physician. General 
practice is a challenge to our educational program, 
since so many osteopathic graduates enter general 
practice upon completion of their internships. It is 
a special challenge to fit the osteopathic approach into 
the broad program envisaged by this oldest field of 
medicine. The re-emergence of the general physician 
in the field of medicine is an indication of the valid- 
ness of the family doctor whose supplantation by the 
specialist has been brief. This is not to decry the 
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specialist in any field, but to assign him to his true 
status, which is above that of the fractionation of 
medicine. 

In the past much criticism has been leveled at the 
general practitioner with justification. The 
criticisms are well known, and they include that of 
attempting to care for too many patients to handle 
them well; that they do not “keep up”; and that they 
will try anything. Another common complaint is that 
the general practitioner does not refer cases 
enough.” All of these criticisms are not without merit, 
but all are answerable. It should be said that the 
potentialities of general practice have never been so 
great. It is not without a basis in fact that the Report 
of the President’s Commission terms the general phy- 
siclan as the key man in a health service program 
adequate to meet a nation’s needs. 


some 


“soon 


Preparation of the general practitioner to fill his 
new role in medicine is a continuing education that 
starts in the undergraduate period and continues 
throughout professional life. The current educational 
technics of undergraduate medical education are ill 
adapted to the production of a fully qualified general 
practitioner, be they doctors of osteopathy or doctors 
of medicine. The casual postgraduate training of gen- 
eral practitioners is totally inadequate to keep them 
prepared to meet the demands made upon them. 

Much can be done organizationally to raise the 
standards of general practice and to afford the general 
practitioner an opportunity for the continuous educa- 
tion so necessary for him if he is to measure up to 
his new opportunity and assume his broad responsi- 
bilities. 

Herein is justification for the establishment of 
the American College of General Practitioners in 
Osteopathic Medicine and Surgery. At present it 
is our best means of providing academic and edu- 
cational leadership. It can assist our colleges in 
training undergraduates for general practice in 
osteopathic medicine. It can take the lead in pro- 
viding postgraduate training for general practi- 
tioners within the tradition and ideals of the 
“family doctor.” 

Complete justification for the College will be 
found to the degree that it successfully integrates the 
osteopathic concept into this newest responsibility of 
our profession—the development of the general prac- 
titioner within osteopathic medicine. 


JOURNAL CHANGES 

The “Classified Ads” which have hitherto been 
included in Tue JourNAt and in Tue Forum will, 
from this issue on, appear only in THe Forum. As a 
service of the Association to osteopathic physicians, 
an attempt will be made to make the section more 
appealing and easily readable. The rates charged cover 
only actual printing costs. 

The material formerly published in THe JouRNAL 
under the heading, “Official and Affiliated Organiza- 
tions” will henceforth be carried in Tine Forum 
under the heading, “District and Local Groups.”” News 
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of national specialty groups will be reported in THE 
ForuM under the proper departmentalized heading. 

Announcements of coming conventions and meet- 
ings and dates for state and national board examina- 
tions and reregistration of osteopathic licenses will 
continue to be carried only in THE JournaL. This 
material is not essentially news, but has important 
official and archival significance, hence the necessity 
of JouRNAL publication. 


RECONSIDER 

Osteopathic physicians who are planning to forego 
the Chicago convention in 1953 should reconsider 
while there is yet time. This Fifty-Seventh Annual 
Convention occurs at a high-water mark of osteopathic 
history—the recognition accorded this profession is 
wider than at any time in its history. The appearance 
on the program of the National Commander of the 
American Legion is valid evidence that the osteopathic 
profession plays an important role in the life of this 
nation. Such acceptance has ramifications that extend 


NOTES AND COMMENTS 


to the least known practitioner, and emphasizes the 
fact that every doctor of osteopathy, at least occa- 
sionally, should see his profession in action along its 
organizational and scientific front. And he should 
gain for himself that sense of belonging which comes 
as a direct result of meeting socially with his colleagues 
from every section of America. 

There is no city in the United States more readily 
accessible than Chicago. If an after-convention vaca- 
tion is possible, Chicago is the gateway to the great 
North or the far West. Summer days in Chicago 
beside Lake Michigan, for the Conrad Hilton over- 
looks the Lake, are delightful days. The Hotel itself 
is one of the world’s great institutions and embodies 
every comfort for its guests, including air-conditioning 
in those rooms set aside for meetings and social events. 

There may not be another meeting place so con- 
venient for several years. And it is a place to bring 
the family for there are no members of any family 
for which this great city does not hold attractions. 
Ordinary “reasons” are not sufficient for not attend- 
ing the Convention in 1953. Time, July 13 to 17; 
place, Chicago! 





Notes and Comments 


The Technical Bulletins published by the Veterans 
Administration have been recognized for some time as 
constituting a series of medical contributions of high 
order, characterized by practical brevity and high usa- 
bility. They are distributed to all members of the 
American Medical Library Association and various 
groups of medical consultants in this country and 
abroad. Many of them could be obtained by osteopathic 
hospital libraries and should be made available to staff 
and student doctors in our hospitals approved for 
intern and residency training 
nical Bulletins recently issued the following are espe- 
cially significant: TB 10-76, Acute and Chronic 
Barbiturate Intoxication; TB 10-77, The Management 
of Peptic Ulcer; TB 10-81, The Management of Gas- 
tro-Intestinal Hemorrhage ; and TB 10-82, Malignancy 
of the Colon and Rectum. 

In TB 10-82 the reader’s attention is called to 
the aversion of many doctors to making a digital 
examination of the rectum. Yet it is estimated that 
over 50 per cent of all cancers of the large bowel are 
within reach of the examining finger. This aversion 
is said to be so widespread as to render performance 
of such an examination the surgical consultant’s chief 
function. A case at point was the patient recently 
seen at a large eastern hospital who had consulted four 
physicians regarding rectal symptoms, and was unable 
to get a digital examination. Finally, the patient made 
the digital examination and found a hard tumor mass 
located just inside the anus. Histologic examination 
following its removal proved the mass to be a carci- 


noma. .. . Carcinomas of the colon and rectum respond 
better to surgical therapy than malignancies located 
elsewhere in the gastrointestinal tract. Five-year sur- 
vival rates run from 40 to 50 per cent in well-equipped 
clinics and the operative mortality is as low as from 
1 to 3 per cent. This particular bulletin consists of 13 
pages, covering such important topics as symptoma- 
tology and diagnosis, preoperative therapy, choice of 
an anesthesia, choice of operation, postoperative care, 
and the management of cases requiring colostomy, of 
precancerous lesions, and of patients with advanced 
malignant disease of the large bowel. 


7 * * 


The principles of psychiatry should be applied by 
physicians as widely as those of chemistry and physi- 
ology—this in essence was the advice given by William 
C. Menninger, M.D., director of the Menninger Foun- 
dation, when he recently received an award for “an 


outstanding contribution to medicine.” He cited the 
family doctor who once took time to listen to “the 
patient’s story,” in contrast to his successor who sees 
his patients in “highly professionalized offices” or “the 
impersonal wards of hospitals.” Dr. Menninger termed 
it as fallacy to believe that a physician can prescribe 
“the total picture of incapacity of a social-psychologi- 
cal-biological unit strictly in terms of cellular changes. 
He proposed this question: “What shall we call the 
‘disease’ represented by a man who has always been 
frail but has worked very hard to support his widowed 
mother, did not feel he could afford to get married, 
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buries himself in the details of a complicated job, 
develops paralyzing headaches, loses time at the office 
for which pay is deducted from his wages, worries 
about this so much that he loses sleep and begins 
vomiting after each meal? Just to make it complicated, 
he has a leukocytosis and an enlarged spleen.” Dr. 
Menninger pointed out that psychiatric practice neces- 
sitates three diagnoses—‘“physical, psychological, and 
social.” The modern physician, he contended, will 
recapture the effective assets of the old-time family 
physician by utilizing in daily practice the principles 
which govern psychiatric care. 
* * * 


When Hawaii comes into statehood it will be able 
to boast of a fine health record. Hansen’s disease 
(leprosy, a term whose use is forbidden on the Islands) 
is no longer a problem. The famous Kalaupapa Colony 
of Molokai Island now has 234 patients in contrast to 
the 1,200 in 1910. Social stigma once attached to the 
disease is largely gone and patients are being returned 
to active life in the community. There have been no 
reported deaths from locally contracted smallpox since 
1913, from diphtheria since 1946, or from typhoid 
since 1947. No typhoid has been reported in the last 
three years. Tuberculosis is now being brought under 
control. Chronic disease incidence is lower than on the 
mainland because of the lower average age of the 
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population. Cooperation in a broad health program by 
public and voluntary health agencies and organizations 
has made Hawaii one of the healthiest places in the 
world. 


* * * 


Radioisotopes are accumulating in vast stores as 
waste products from atomic piles. The civilian em- 
ployment of radioisotopes includes their usage as a 
drug, classifying as a “new drug” under the law. As 
such, they are subjected to carefully controlled tests 
under the supervision of experts of the Food and Drug 
Administration of the U. S. Department of Health, 
Education, and Welfare. Only after the safety of any 
new drug is determined, can it be distributed in inter- 
state commerce for general therapeutic use. One firm 
is now producing and distributing iodine™' to be used 
in the study and treatment of certain thyroid disorders. 
The Administration has control of drugs only in 
interstate traffic, but fortunately many states have 
comparable food and drug laws which apply to intra- 
state traffic as the Federal Act applies to interstate 
traffic. The value of the Federal Iood, Drug, and 
Cosmetic Act to the health and welfare of the nation 
is again illustrated by the effective way in which it is 
being enforced by the Food and Drug Administration. 
It protects not only citizens, but safeguards as well the 
work of the doctor. 


Proposed Amendments to the Constitution and Bylaws 


of the American Osteopathic Association 
R. C. MeCAUGHAN, D.O. 


Executive Secretary 


CONSTITUTION 


(The following proposed amendment is published at the 
request of the Oklahoma Osteopathic Association and would 
make the Second Vice President and the Third Vice President 
members of the Board of Trustees with vote. The amendment 
was read in the House of Delegates in 1952 and can be acted 
upon by the House in 1953.) 


Article VII—Board of Trustees and Executive Committee 

Amend by inserting in the first sentence of the article, 
after the words “First Vice President,” the words “Second 
Vice President, Third Vice President.” 


The Article would then read: 


“The Board of Trustees of this Association shall consist 
of the President, President-Elect, the Past Presidents for the 
preceding two years, First Vice President, Second Vice Presi- 


dent, Third Vice President, and of fifteen other members, - 


five of whom shall Le elected annually by the House of Dele- 
gates to serve for three years. The Board shall be the ad- 
ministrative and executive body of the Association and perform 
such other duties as are provided by the Bylaws. 


“The Executive Committee of this Association shall con- 
sist of the President, Immediate Past President, First Vice 
President, President-Elect, the chairman of the Department 
of Professional Affairs and the chairman of the Department 
of Public Affairs.” 


BYLAWS 
(The following proposed amendments are published at the 
request of Henry Turner, D.O., of New Zealand.) 


Article II—Membership belli 
Amend Section 6 by deleting in the second sentence the 
words “30 days” and substituting therefor the words “120 


” 


days.” The sentence in question would then read: “After 120 
days any objection to membership shall be certified to the 
Board.” 


Article II—Membership 

Amend Section 6 by deleting in the third sentence the 
words “special and individual action may enroll the applicant,” 
and substitute therefor the words “a three-fourth’s majority 
may direct that the applicant be enrolled.” That portion of 
the sentence would then read: “The Board of Trustees by a 


three-fourth’s majority may direct that the applicant be 
enrolled as a regular member of the American Osteopathic 
Association... .” 


Article II—Membership 

Amend Section 6 by inserting in fourth line after the 
words “name of the applicant” the words “and the name of 
the unrecognized college of osteopathy from which he gradu- 
ated.” The clause in question would then read “thereafter, 
the name of the applicant and the name of the unrecognized 
college of osteopathy from which he graduated shall be pub- 
lished in the JourNAL of the Association.” 


(The following proposed amendments are published to 
implement a recommendation of the Committee on Membership 
Approval presented to and approved by the A.O.A. Board of 
Trustees in July, 1952. These amendments would raise the 
dues of regular members during their second and third years 
after graduation, and during residency training.) 


Article I1I—Fees and Dues 

Amend the second paragraph of Section 1, by deleting 
the last sentence thereof, and by substituting therefor the 
following sentence: “Dues for regular members during the 
first, second and third years, immediately after graduation, shall 
be five dollars ($5.00) for the first year, twenty dollars 
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($20.00) for the second year, and thirty-seven dollars and 
fifty cents ($37.50) for the third year; i.e., all graduates from 
an A.O.A. approved college shall be entitled to only one first, 
second, and third year practice rate of five dollars ($5.00), 
twenty dollars ($20.00), and thirty-seven dollars and fifty 
cents ($37.50).” 

Amend the third paragraph of Section 1, by deleting 
the paragraph and by substituting therefor the following 
paragraph : 

“Dues for regular members serving an internship or 
residency in a hospital approved for intern or residency train- 
ing by the American Osteopathic Association, shall be five 
dollars ($5.00) per year during internship and twenty dollars 
($20.00) per year during residency training, regardless of 
when served.” 

(The following proposed amendment is published at the 
direction of the Board of Trustees oj the Association to 
carry out a recommendation of the Committee on Membership 
Approval presented to and approved by the Board of Trustees 
in July, 1952. If the immediately preceding amendment to 
Section 1 of Article I1I—Fees and Dues, shall have been 
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passed, the following proposed amendment will be wnnecessary 
inasmuch as its content is included in the immediately pre- 
ceding proposed amendment.) 
Article III—Fees and Dues 

Amend Section 1, in the third paragraph, by deletion of 
the phraseology, “i.e., all graduates from an A.O.A. approved 
college shall be entitled to only one first, second, and third 
year practice rate of five dollars ($5.00), twelve dollars and 
fifty cents ($12.50) and twenty-five dollars ($25.00),” and 
insertion of those words as a final sentence to paragraph two 
of Section 1 of Article III of the Bylaws. 


(The following proposed amendment would leave to the 
direction of the Board of Trustees, by resolution, the details 
of the disbursements from the various funds of the Asso- 
ciation.) 

Article VII—Duties of Officers 

Amend Section 4, paragraph (a) by striking out the words 
“upon the order of the Board of Trustees, signed by the 
President and Executive Secretary.” and substitute therefor 
the words “under the direction of and in the manner pre- 
scribed by the Board of Trustees.” 
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JOINT COMMISSION ON ACCREDITATION OF HOSPITALS 


In December, 1952, the Joint Commission on Accreditation 
of Hospitals assumed the responsibility for the hospital 
standardization program which had been conducted for 35 
years exclusively by the American College of Surgeons. The 
creation of the Joint Commission on Accreditation of Hos- 
pitals followed a series of meetings between representatives 
of the American Medical Association, American Hospital 
Association, American College of Surgeons, and American 
College of Physicians. Its membership is composed of twenty 
members; seven are appointed by the American Hospital 
Association (one member representing the Canadian hospitals), 
six are appointed by the American Medical Association, three 
each are appointed by the American College of Physicians and 
the American College of Surgeons, and one is appointed by 
the Canadian Medical Association. The Joint Commission is 
the final authority for the accreditation of hospitals, carrying 
out the standardization program previously sponsored by the 
American College of Surgeons. The Journal of the American 
Medical Association, November 24, 1951, p. 
the Joint Commission as follows: 

The functions of the Commission will be: (1) to formulate 
standards relating to hospital accreditation; (2) to establish the type 
and scope of inspections to be made under this program; (3) to assign 
responsibility for hospital inspections to the several participating 
organizations; and (4) to award certificates of accreditation to qualify- 
ing hospitals. Inspections for purposes of hospital accreditation will 
be made and reported in a uniform manner by staff representatives 
of the participating organizations with the reports to be evaluated 
and acted on by the Commission itself. Inspections will be related 
primarily to the professional and administrative aspects of the hospital. 
They will not be concerned directly with the hospital’s teaching pro- 
gram. Hospital surveys relating to internship and residency training 
will continue to be carried out by the organizations which have con- 
ducted these programs in the past. The operating expenses of the 
Commission will be paid by the constituent organizations on a basis 
proportionate to their representation on the Commission. 


The first chairman of the Joint Commission on Accredi- 
tation of Hospitals is Dr. Gunnar Gunderson, M.D., chairman 
of the Board of Trustees of the American Medical Association. 
The Executive Director of the Commission is Dr. Edwin L. 
Crosby, M.D. Dr. Crosby graduated from the Albany Medical 
College in 1933 and prior to his appointment as executive 
director of the commission was the director of the Johns 


1243, describes 


Hopkins Hospital at Baltimore. Dr. Crosby is the 
president of the American Hospital Association. 


current 


In the first bulletin released by the Joint Commission to 
hospitals, it was explained that hospitals approved by the 
American College of Surgeons at the time of the transfer of 
the standardization program to the Joint Commission would 
remain on the Joint Commission’s accredited list for the year 
1953. It was stated that accreditation would be continued 
until an inspection of each hospital under the new Joint Com- 
mission program has been made. For the present, it was 
indicated the standards and point rating system developed by 
the American College of Surgeons would be used as the basis 
for accreditation by the Commission. Clause II of the Mini- 
mum Standards for Hospitals of the American College of 
Surgeons thus adopted requires in part, as one of the quali- 
fications for membership upon a medical staff, that the physi- 
cians and surgeons be “graduates of medicine of approved 
medical schools, with the degree of Doctor of Medicine.” 
The standards of the Joint Commission thus will prevent 
physicians and surgeons other than those possessing the 
degree Doctor of Medicine from serving on the staff of 
accredited hospitals. 

In the year 1951, 2,740 hospitals were fully accredited 
under the general standardization program of the American 
College of Surgeons. The osteopathic profession has long 
protested the exclusion of its members from the staffs of 
some public hospitals solely because of the arbitrary stand- 
ard of the American College of Surgeons. The first bulletin 
of the Joint Commission indicates that it will continue to 
enforce this requirement which has in the past prevented 
qualified physicians and surgeons not holding the degree 
Doctor of Medicine from serving on the staffs of hospitals. 
Some laws pertaining to hospitals or hospital services now 
refer to the hospital standards approved by the American 
College of Surgeons. In the future, it seems probable that 


some proposed laws or revisions pertaining to hospitals or 
hospital services may suggest that such hospitals conform 
to the minimum standards promulgated by the Joint Commis- 
sion on Accreditation of Hospitals. Such proposals will prob- 
ably have the support of all the membership organizations 


represented on the Joint Commission. Public health laws, 
however, should contain provisions which permit all qualified 
physicians and surgeons to contribute to the betterment of 
the public health. Standards of an organization such as the 
Joint Commission which are in contravention of this public 
purpose are not, therefore, in the public interest. 
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BILLS IN CONGRESS 
H.R. 1026—To amend the Public Health Service Act to 
provide medical, surgical, and dental treatment and hospitaliza- 
tion for certain officers and employees of the former Light- 
Favorably reported to House, House Report 


house Service. 
No. 319. 

H.R. 2332—Requires annual review of military personnel 
requirements. Approved March 14, 1953, Public Law No. 7. 

H.R. 3307—To provide for the treatment of users of 
narcotics in the District of Columbia. Passed House March 
23, 1953. 

H.R. 3375—Mr. Matthews of Florida. Amends internal 
revenue code to remove 5 per cent limitation regarding deduc- 
tion for medical expenses. 

H.R. 3434—Mr. Young of Nevada. Same as 3375. 

H.R. 3469—Mr. Carnahan of Missouri. Amends internal 
revenue code to provide a deduction for certain expenses paid 
or incurred by the tax payer for his own education or for the 
education of any other person. 

H.R. 3473—Mr. Doyle of California. To 
Federal Agency for Handicapped. 

H.R. 3487—Mr. Lane of Massachusetts. Removes 
employed exemptions from coverage of Federal old-age and 
survivors insurance. 

H.R. 3488—Mr. Lane of Massachusetts. Permits voluntary 
coverage of self-employed lawyers under Federal old-age and 
survivors insurance. 

H.R. 3554—Mr. Zablocki of Wisconsin. To amend the 
Social Security Act to provide disability insurance benefits 
for totally disabled individuals. 

H.R. 3582—Mr. Hale of 
Act, 1953. 

H.R. 3583—Mr. Hale of Maine. Provides for deduction 
of subscription charges to certain prepayment health service 
plans for the purposes of the federal income tax. 

H.R. 3585-—Mr. Javits of New York. Same as H.R. 3583. 

H.R. 3586—Mr. Javits of New York. Same as H.R. 3582. 

H.R. 3608—Mr. Kean of New Jersey. Extends coverage 
of Federal Old-Age and survivors insurance program, and 
increases the amount of earnings permitted thereunder without 
loss of benefits. 

H.R. 3777—Mr. Perkins of Kentucky. Amends Social Se- 
curity Act to provide disability insurance benefits for totally 
disabled persons. 

H.R. 3779-—Mr. Selden of Alabama. Amends _ internal 
revenue code to remove 5 per cent limitation against deduction 
for medical care. 

H.R. 3850—Mrs. Bolton of Ohio. 
of 1953. 

H.R. 3893—Mr. Johnson of California. Creating a Na- 
tional Manpower Board, for the most effective use of man- 
power resources of the United States. 

H.R. 3911—Mr. Bolton of Ohio. Amends internal revenue 
code to liberalize deduction for medical care. 

H.R. 3921—Mr. Miller of Nebraska. Regulates optometry 
in the District of Columbia. 

H.R. 3930—Mr. Radwan of New York. Amends Long- 
shoremen’s and Harbor Workers’ Compensation Act to permit 
injured employee to select his own physician. 

H.R. 4128—Mr. Scott of Pennsylvania. National 
Act of 1953. Same as H.R. 3586, 3582, and S. 1153. 7 

H.R. 4160—Mr. Kean of New Jersey. Amends Social 
Security Act to provide for a waiver of premiums to preserve 
insurance rights of permanently and totally disabled persons, 
and to provide rehabilitation of the disabled. 

H.R. 4262—Mr. Donohue of Massachusetts. 
eral Agency for Handicapped. 

H.R. 4393—Mr. Davis of Georgia. Amends internal reve- 
nue code to permit school teachers and other professional 


establish the 


self- 


Maine. The National Health 


Nursing Education Act 


Health 


Creates Fed- 


people to deduct, as business expenses, certain educational 
expenses. 

. H.R. 4417—Mr. Short of Missouri. 
Nurses Act of 1947. 

H.R. 4450—Mr. Edmondson of Oklahoma. Amends _in- 
ternal revenue code to reduce 5 per cent limitation to 2 per 
cent, against deduction for medical expenses. 

H.R. 4456—Mr. Heller of New York. Authorizes Federal 
aid to cities for more efficient ambulance service. 

H.R. 4495—Mr. Short of Missouri. Extends Doctor Draft 
Act until July 1, 1955. Passed House May 12, 1953. 

H.R. 4593—Mr. Hagen of Minnesota. To assist voluntary 
nonprofit associations offering prepaid health service programs 
to secure necessary facilities and equipment through ‘long- 
term, interest-bearing loans. 

H.R. 4601—Mr. Teague of Texas. 
pertaining to hospital, domiciliary, and 
veterans. 

H.R. 4642—Mr. Bosch of New York. Re-establishes emer- 
gency maternity and infant care program, for wives and 
infants of enlisted members of the armed forces. 

H.R. 4676—Mr. Ford of Michigan. Amends Social Se- 
curity Act to permit federal participation in public assistance 
for patients in private institutions for tuberculosis and for 
pat‘ents in private institutions for mental diseases. 

H.R. 4689—Mr. Wolverton of New Jersey. Amends Na- 
tional Science Foundation Act of 1950 to remove limit on 
annual appropriations. Reported to May 11, 1953. 
House Report 374. 

H.R. 4785—Mr. Winstead of Mississippi. To authorize 
the interservice transfers of officers and enlisted persons of 
the Armed Forces. 

H.R. 4981—Mr. Curtis of Missouri. Amends internal reve- 
nue code to remove $2500 and $5000 limitations applicable to 
deductions for medical expenses. 

H.R. 5007—Mr. Teague of Texas. 
dental care for veterans. 

H.R. 5016—Mrs. St. George of New York. Amends Food 
and Drug Act to identify aureomycin by its chemical name, 
chlortetracycline. 

H.R. 5017—Mr. Short of Missouri. Introduced May 5, 
1953. To amend the Army-Navy-Public Health Service Medi- 
cal Officer Procurement Act of 1947, as amended, so as to 
provide for appointment of 
Medical Corps of the Army and Navy. 

Be it enacted by the Senate and House of Representatives 
of the United States of America in congress assembled, That 
section 201 of the Army-Navy-Public Health Service Medical 
Officer Procurement Act of 1947 (61 Stat. 777), as amended, 
is further amended by inserting immediately after the word 
“medicine” wherever used therein, the words “or osteopathy.” 

Sec. 2, Section 201 of the Army-Navy-Public Health 
Service Medical Officer Procurement Act of 1947 (61 Stat. 
777), as amended, is further amended by adding the following 
at the end thereof: 

“A doctor of osteopathy to be eligible for appointment 
in the Medical Corps of the Army and Navy must be a 
graduate of a college of osteopathy whose graduates are 
eligible for licensure to practice medicine or surgery in a 
majority of the States, and be licensed to practice medicine, 
surgery, or osteopathy in one of the States or Territories of 
the United States or in the District of Columbia.” 

S. 1068—Mr. Griswold of Nebraska (for himself and 
Mr. Ives of New York). To provide hospital care and treat- 
ment for certain disabled veterans. 

S. 1153—Mr. Ives of New York (for himself and 
Flanders of Vermont). National Health Act of 1953. 

S. 1154—Mr. Ives of New York (for himself and Mr. 


Flanders of Vermont). Provides for deduction of subscription 


Amends Army-Navy 


To clarify the law 
medical care of 


House 


Relates to outpatient 


doctors of osteopathy in the 


Mr. 
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charges to certain prepayment health 
purposes of the Federal income tax. 

S. 1215—Mr. Hunt of Wyoming. To create Department 
of Health, Education, and Public Welfare. 

S. 1251—Mr. Mundt of South Dakota. 
relating to veterans’ exemptions. 

S. 1356—Mr. Kefauver of Tennessee. Amends Social 
Security Act to provide for payment of child’s insurance 
benefits under OASI to children 18 years of age incapable of 
self-support because of physical or mental disability. 

S. 1436—Mr. Griswold of Nebraska. To establish a Fed- 
eral Board of Hospitalization. 

S. 1470—Mr. Kefauver of Tennessee. To provide for 
voluntary coverage under the Federal old-age and survivors 
insurance system for lawyers and doctors engaged in the 
practice of their professions. 

S. 1495—Mr. Murray of Montana. Re-establishes emer- 
gency maternity and infant care program for wives 
infants of enlisted members of the Armed Forces. 

S. 1514—Mr. Taft of Ohio. To establish a Commission 
on Governmental Functions and Fiscal Resources. Commission 
will study and investigate and determine and report whether 
there is justification for Federal aid in the various fields in 
which Federal aid is extended, whether there are other fields 
in which Federal aid should be extended, whether Federal 
control with respect to these activities should be limited, 
whether Federal aid should be limited to cases of need, and 
other matters incident to Federal aid, including the ability of 
the Federal Government and the States to finance activities of 
such nature. Passed Senate May 6, 1953. 
Commission on Intergovernmental Relations. 

S. 1515—Mr. Hunt of Wyoming and others. Permits com- 
pact by certain Western States relating to higher education. 

S. 1526—Mr. Saltonstall of Massachusetts. 


service plans for the 


Amends Draft Act 


and 


Title changed to 


Provides for 
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appointment of Chief of Medical Service Corps of the Navy. 

S. 1530—Mr. Saltonstall of Massachusetts. Amends Army 
Navy Nurses Act of 1947. 

S. 1531—Mr. Saltonstall of Massachusetts (for himself 
and Mr. Hunt of Wyoming). Extends Doctor Draft Act 
until July 1, 1955. Same as H.R. 4495. Mr. Hunt also intro- 
duced amendment to S. 1531 to extend $100 per month extra 
pay provision of Career Compensation Act to volunteer medical 
and dental officers to July 1, 1955. 

S. 1551—Mr. Flanders of Vermont. 
Manpower Board. 

S. 1584—Mr. Murray of Montana. 

S. 1748—Mr. Taft of Ohio. 
Fund for Medical Education. 

S. 1789—Mr. Sparkman and Mr. Hill of Alabama. To 
provide for the disposal of certain private hospitals, clinics, 
and medical facilities acquired by the VA. 

S. 1834—Mr. Young of North Dakota. 
Service Act to permit 
induction. 


Establishes National 
National Leprosy Act 
To incorporate the National 


Amends Selective 


correction of dental defects before 


RENEW FEDERAL NARCOTIC AND MARIHUANA PERMITS 

Osteopathic physicians and osteopathic colleges or research 
laboratories must renew their Federal narcotic permits every 
year before July 1. Failure to do so entails severe penalties. 

On or before July 1 each osteopathic physician who wishes 
to dispense, prescribe, or administer marihuana in his practice 
must, under the provisions of the Federal Marihuana Tax Act, 
pay a $1.00 annual tax and register or reregister with the 
Director of Internal Revenue for 
which he practices. 


each of the districts in 
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AN EVALUATION OF NEEDLE BIOPSY OF THE LIVER 


In an article appearing in the American Journal of Medt- 
cine, December, 1952, Edward R. Christian, M.D., reviews the 
results of 100 needle biopsies of the liver performed on 89 
patients who had evidence—historical, clinical, or laboratory 
of liver disease. 

Approximately 60 per cent of the biopsies were performed 
without preoperative sedation, and in the remainder the seda- 
tion was mild, usually consisting of small doses of Demerol. 

The Vim-Silverman needle was used throughout the series 
The obturator was not used and the sleeve needle and split 
cannula were inserted as a unit. The insertion site was the 
eighth or ninth intercostal space in the right midaxillary line. 
The speed of the operation is indicated by the fact that 
patients were not permitted to breathe during the procedure. 
Successful biopsies were obtained in 98 per cent of the cases. 

The complications in the author’s patients were few and 
minor. Only 25 required pain relief, 1 suffered from nausea 
and vomiting, and hemorrhage developed in an uncooperative 
alcoholic who disobeyed orders. It is possible to hospitalize 
the patient, perform the biopsy, and discharge the patient with 
safety within 24 hours. 

The procedure was of greatest value in the problem of 
differential diagnosis and in making an accurate diagnosis 
which was not obtainable from clinical data. 

The main objection to needle biopsy is its failure to show 
isolated or widely separated lesions of the liver. However, of 
14 patients subjected to biopsy on whom autopsies were later 
performed, in only one instance did the two findings not 
agree. A study was performed to demonstrate the ability of 
needle biopsy to show the histology of the entire liver. In a 
series of 10 autopsy cases, submitted without identification to 
the pathologist, biopsy findings and findings from examination 
of the entire liver generally agreed. 


The author disagrees with the objection that needle 
biopsy specimens are too small for histologic staining technics 
He has 


sections 


found that one biopsy specimen can supply 45 to 60 
nine staining 
withstand the 


for microscopy for as 
and that 
without disintegration. 


many as pro- 


cedures these specimens technics 


THE MANAGEMENT OF ANGINA PECTORIS 

Angina pectoris is defined by Maurice M. Best, M.D., and 
J. Murray Kinsman, M.D., in the February, 1953, issue of the 
Journal of the American Geriatrics Society as a syndrome due 
to decreased caliber or partial closure of the coronary artery 
lumen brought about by arteriosclerotic or nonarteriosclerotic 
changes. 

Before management can be considered, a correct diagnosis 
is necessary. History and an abnormal electrocardiographic 
reaction are the two important factors in diagnosis. However, 
an anginal patient at rest frequently presents a normal electro- 
cardiogram. Test conditions have been devised in which elec- 
trocardiographic abnormalities appear. 
proved useful in diagnosis and treatment 

The objectives in treating angina pectoris are twofold 
(1) treatment and rapid termination of the pain attack and 
(2) prophylactic measures to reduce the number of attacks 
and their severeness. 

The authors stress the importance of explaining the con- 
dition to the patient. The term “coronary insufficiency” is used 
in offering a sympathetic explanation to the patient 
is the prevention of a cardiac neurosis and 
invalidism. 

Any associated should be corrected 
since correction may result in discontinuance or reduction of 


These results have 


The aim 
unnecessary 


disease conditions 
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the symptom complex. The importance of watching the diet 
and keeping the weight to a “low normal” level is emphasized 
to the patient. Mortality from angina pectoris is twice as 
high in overweight persons. 

Chest discomfort is the criterion for permission to exer- 
cise. If no chest discomfort is present, walking on level 
ground is allowed, except immediately after eating a large 
meal or in extreme cold. 

The patient is requested to keep a diary in which each 
attack, the number of attacks, and the conditions bringing 
on each attack are recorded. The physician uses this daily 
diary as a treatment guide. 

The drug treatment of angina pectoris lists the vasodilators 
and other drugs used or in the experimental stage. Nitro- 
glycerine is recommended as the most valuable drug for 
relief. It can also be used as a preventive before exposure to 
stressful situations. The drug is safe, and there are minimal 
side effects. 

Khellin has been found to be quite helpful in a small 
percentage of patients but the side effects are frequent. How- 
ever, investigation shows that combined intramuscular and 
oral administration or oral use with Resion do not appear to 
be followed by the same effects that follow oral administration 
alone. Pentaerythritol tetranitrate is not recommended for all 
types of angina pectoris, but the incidence of toxic side effects 
is lower than with khellin. Dioxylline phosphate is useful in 
some cases and has few side effects. Other drugs sometimes 
used are heparin, radioactive iodine, and phenobarbital, but the 
first two have not been fully evaluated as yet. 

Surgery is used for patients who do not respond to con- 
servative therapy. Pain-abolishing procedures are used. Pos- 
terior root ganglia from the first to sixth thoracic vertebrae 
are injected with 95 per cent alcohol, posterior root ganglia 
from the first to fifth thoracic are sectioned, or upper thoracic 
sympathetic ganglionectomy is performed. 





CONGENITAL HEART DISEASE IN CYANOTIC CHILDREN 


Because of increased publicity given to the subject of 
“blue babies” in the past few years, most mothers noticing 


any signs of cyanosis in their children immediately seek 
medical attention for them. This cyanosis frequently is the 
only outward sign of congenital heart disease. In an article 
appearing in the February, 1953, issue of California Medicine, 
Willis J. Potts, M.D., gives some of the more common cardiac 
abnormalities that can be diagnosed from cyanosis and other 
symptoms. 

Squatting after unusual exertion should make the physi- 
cian suspicious of tetralogy of Fallot. Great incapacitation 
and mild cyanosis are indicative of pure, or isolated, pulmonary 
stenosis. A systolic murmur which is brisk, short, and rasping 
usually may be heard in tetralogy of Fallot, pure pulmonary 
stenosis, and tricuspid atresia. The erythrocyte count ranges 
from 5 to 11 million per cubic millimeter in cyanotic children. 
The hemoglobin content of the blood is also high. 

The heart in tetralogy of Fallot is, as a rule, boot-shaped, 
but it may be normally shaped and usually is of a normal 
size although it may occasionally be slightly larger than 
normal. 

Pure pulmonary stenosis has symptoms which are like 
those of tetralogy of Fallot, but the pathologic features and 
therapy are not at all similar. X-rays and electrocardiograms 
may show diagnostic features. 

Tricuspid atresia has symptoms which are similar to 
those of tetralogy of Fallot. Cyanosis, a systolic murmur, 
round heart, left deviation of the axis in electrocardiograms, 
and clear lung fields usually point to tricuspid atresia. 


The question is raised as to when cardiac catheterization 
should be done and angiocardiograms made. The author does 
not think they should be used unless a definitive diagnosis 
cannot otherwise be made. The procedures are valuable but 
not necessarily conclusive, and angiocardiography can be 
dangerous. 

For tetralogy of Fallot, the author prefers the aortic- 
pulmonary or subclavian-pulmonary anastomosis, depending 
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on the curve of the aortic arch. If the condition of the child 
permits, operation should be postponed until the child is at 
least 3 years old, since the mortality rate for children undei 
3 years is 16 per cent and for those being operated on after 
the age of 3 the mortality is 2.5 per cent. 

In pure pulmonary stenosis the pulmonary valve is opened 
with an expanding valvulotome after which it is dilated. 

The treatment of choice for tricuspid atresia is a shunt 

operation, but the additional strain on the heart may later 
lead to cardiac failure. 
* Even though all patients do not do well after operation, 
Potts feels that the effort is worth while because so many of 
the children improve tremendously and are able to lead lives 
more nearly normal. 


THE INFLUENCE OF MODERN ANTIBIOTICS ON 
ABDOMINAL SURGERY 


Although the antibiotic era is less than 10 years old and 
a widening of the field of abdominal surgery has taken place 
in that time, the antibiotics cannot be considered to be the 
cause of any great change in this area. In an article appearing 
in the New York State Journal of Medicine, January 15, 1953, 
Roswell K. Brown, M.D., discusses how abdominal surgery 
has been little affected by the use of antibiotics. 

Abdominal surgical diseases are for the most part not 
of a bacterial or infectious origin. Although appendicitis mor- 
tality rates have declined steadily in the past 2 decades, it is 
doubtful that much of the improvement can be accredited to 
the use of antibiotics. 

The author believes that there is a tendency toward substi- 
tution of antibiotics for proper technics and that this is one 
of the greatest dangers of their use in abdominal surgery. 

He classifies the uses of antibiotics into (1) systemic 
administration (of antibiotic to which invading organisms are 
sensitive) in treatment of established infection and (2) pre- 
vention of infection with antibacterial agents which are not 
absorbed into tissues. This classification is based upon a 
definition of infection as bacterial invasion of tissue and of 
contamination as the presence of bacteria in or on a wound. 

If there is no accurate bacterial diagnosis which can be 
used as a therapeutic guide, there should be limited use of 
antibiotics. When pus is encountered during operation, an 
antibacterial should be used aseptically to prevent contami- 
nation. 

There is no unanimity among surgeons as_ to indications 
or time for operation, even with the use of antibiotics. A 
differentiation between contraindications to surgery is necessary 
—they are based on the patient’s condition, the possibility of 
infection complicating the operation, and the possibility of 
inflammation causing technical difficulties. It is the opinion 
of the author that operation should not be postponed because 
of acute inflammation. A case report is given in which an 
appendectomy was performed on a 6-year-old girl 17 days 
following drainage of an appendiceal abscess and treatment 
with penicillin and aureomycin. She recovered rapidly and 
left the hospital 7 days after the appendectomy. Since the 
current practice is postponement of appendectomy for 2 months 
following appendiceal abscess drainage, in view of this ex- 
perience it is suggested that the problem be restudied for 
determination of the optimum time interval. 

Systemic use of antibiotics routinely for prophylaxis in 


‘abdominal surgery appears undesirable; with such use there 


is always danger of toxic reactions to the antibiotics. In 
contamination, preventive topical use of antibiotics seems 
warranted. 

In a discussion of the article, R. Sterling Mueller, M.D., 
disagrees with the statement that only a small part of the 
improvement of the mortality rates in acute appendicitis is 
due to the use of antibiotics. He points out that in New York 
City there were three times as many deaths from acute appen- 
dicitis in 1941 as there were in 1951. He also approves of the 
practice of using antibiotics prophylactically in clean or rela- 
tively clean operations, stating that the few reactions that 
occur are not usually serious. 











